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Occlusion of the terminal aorta and its major 
branches has come within the scope of therapeutic 
surgery. Although suggested by Leriche' in 1923. 
surgical reestablishment of blood flow was not then 
feasible; before the sufferer could be offered rehabili- 
tation or complete relief, improved techniques had to 
be developed, namely: (1) nonsurgical regimen, (2) 
lumbar sympathectomy, (3) lumbar sympathectomy 
plus aortectomy, (4) thromboendarterectomy, and (5) 
segmental resection and graft, with or without lumbar 
sympathectomy. The use of each of these procedures 
has been attended by some success. 

Lumbar sympathectomy alone, although used as 
the procedure of choice at one time, has now become 
the procedure that is done when more definitive 
therapy cannot be accomplished. Even so, favorable 
improvement has been reported by Milanés and co- 
workers * in 6 of 12 cases, by Beaconsfield and Kun- 
lin* in 11 of 14 cases, and by Heinzen, Dunbar, and 
Parsons * in 4 of 7 cases. In the experience of the 
Mayo Clinic, however, sympathectomy has not in- 
fluenced claudication favorably. 

Removal of the thrombosed segment together with 
lumbar sympathectomy was reported by Leriche° in 
1940. The removal of a focus of vasoconstrictor im- 
pulses and prevention of clot propagation were in- 
tended, but the procedure understandably fell short 
of ideal treatment, even though some improvement 
after it was noted by Leriche and Morel,® Elkin and 
Cooper,” Milanés and others,” Ortner and Griswold," 
and Beaconsfield and Kunlin.* This operation has now 
fallen into disuse. 

Good results have been reported from thrombo- 
endarterectomy by many. Cleveland and Yore ° found 
great improvement in three cases. Wylie '° reported a 
series of 25 cases of occlusion in major arteries, in- 


* Complaints of slowly progressing distress in the 
calf, thigh, hip, or back, induced by exercise and re- 
lieved by rest, can signify occlusion of the terminal 
aorta or iliac arteries. The distress is described as 
pain or as a sensation of fatigue identical to claudica- 
tion, and is usually accompanied by absence or 
diminution of the arterial pulsations in the lower ex- 
tremities. Translumbar aortography is used to confirm 
the diagnosis. Surgical treatment of occlusive disease 
offered improvement for 87.8% of the 49 patients 
with aortic occlusion and showed an 84%, improve- 
ment rate for the 25 patients with iliac occlusion. 


cluding 10 in the femoral artery; in 19 of the 25, cir- 
culation was improved or restored. Included in that 
paper were data on 12 additional cases of aortic and 
iliac occlusion, in 10 of which circulation was re- 
stored by thromboendarterectomy. Early in 1955, 
Coelho, Leeds, and Freeman'' reported restoration 
of pulses in the distal vessels in 18 of 20 cases of 
thrombosis of the aorta or common iliac arteries after 
thromboendarterectomy. The threat of development 
of an intimal flap, with subsequent occlusion distal to 
the area reached by the procedure, has been men- 
tioned by Luke,’* Julian and associates,’’ and 
DeBakey, Creech, and Cooley."* 

The attractive philosophy of replacing the old and 
worn with the new is well exemplified by the wide 
use and success of homologous arterial grafts for the 
occluded vessel. Originally mentioned by Leriche ' 
and subsequently executed by Oudot,'* the procedure 
has been gradually improved. Generally brilliant re- 
sults have been reported by DeBakey and co- 
workers,'* Julian and associates,’* Szilagyi and Over- 
hulse,’® and Luke.”” 


From the Section of Surge 


(Drs. Welch, Kirklin, and Ellis) and the Section of Roentgenology (Dr. Bruwer), Mayo Clinic and 


Foundation, The Mayo Foundation is a part of the Graduate School of the University of Minnesota. 
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Clinical Data 


This paper presents the experience at the Mayo 
Clinic with 74 patients on whom resection and inser- 
tion of a graft was performed prior to June 15, 1956, 
for chronic occiusion of the aorta or iliac arteries. 
There were 58 men and 16 women in the series. The 
average age was 51.9 years, with a range of 36 to 66. 
All patients complained of slowly, progressive distress 
in the calf, thigh, hip, or back that was induced by 
activity and relieved by rest. Practically all described 
this distress as pain or a sensation of fatigue identical 
to claudication. Trophic changes were not specifically 
noted; however, three patients had nonhealing ulcers 
of the leg, thigh, or foot following trauma. One pa- 
tient had had contracture of the calf muscles for four 
years, four had noted color change due to ischemia, 
and four had mild or moderate ischemic neuritis. No 
specific questions were asked concerning impotence, 
although this was noted in the records of 16 men. 


Fig. 1.—Preoperative aortograms of a 49-year-old diabetic 
who had had progressive claudication in left buttock, thigh, 
and calf for 11 months: after rapid injection of 15 cc. of opaque 
material into aorta at level of 12th thoracic to 1st lumbar 
vertebrae (a); after needle was placed below renal arteries and 
10 cc. of opaque material was injected rapidly (b), showing 
complete occlusion of left common iliac artery and atheromatous 
plaque on left side low in abdominal aorta; after about 30 cc. of 
opaque material injected in about eight seconds (c), with left 
common femoral artery and its branches indicating extent of 
total arterial obstruction; arteries of thighs and upper part of 
legs (d), demonstrated by same technique as used for c. The 
extent of the lesion was found at operation to be identical to its 
depiction on the aortograms. Eleven days after a homograft was 
placed, pulsations in both legs were good and the claudication 
had disappeared. 


Hypertension was not a notable part of the syn- 
drome, the over-all average of blood pressure being 
139/83 mm. Hg, with a range of 110 to 230 mm. 
systolic and 41 to 106 mm. diastolic. In several cases 
a bruit or murmur was present, and, in several, pulsa- 
tion over the lower part of the aorta was absent. 
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These findings were not consistently sought, however, 


When | 

In most cases the diagnosis was suggested by the pa. he level 
tient’s story, together with absence or diminution of hecked | 
the arterial pulsations in the lower extremities, orial, the 
Roentgenologic Techniques pave a bs. 

ipper fer 

Translumbar aortography has been employed in the a dem 
cases in our series. With the patient under light ample, 


anesthesia induced with intravenously given thiopentsl ppaque I 
sodium and in the prone position, a long needle was MM tent of 
introduced into the abdominal aorta at about the level fr 40 or £ 
of the first lumbar vertebra by the percutaneous lum. J ycentra 
bar approach. (For some time our anesthesiologist: M.{en at | 
have been concerned with the method of anesthesia for ce for th 
aortography. The principal cause for this concern js iyo 14-by 
control of the airway in a prone patient without unduly fy “slow 
complicating the anesthesia technique. In_ recent fib) seconc 
months we have been working with lumbar epidural peed wit 
block, with lidocaine (Xylocaine) hydrochloride and fidged b 
epinephrine. Sensory anesthesia at or above the eighth {Bhe syrin: 
thoracic vertebra provides excellent conditions for both frteriogra 
the patient and the roentgenologist, and we anticipate #Rdwards 
using this method to provide anesthesia for aortogra- find was 2 
phy in the majority of cases in the future. ) It was 

About 10 or 15 cc. of 70% solution of sodium acetri- Huff arou 
zoate (Urokon sodium) was then injected rapidly, that Jprevent “ 
is, in one to two seconds, and a roentgenogram was {Mbstructic 
taken at the end of the injection (fig. 1a). Usually this @ with t 
roentgenogram indicated the outline of the abdominal Mrteries, | 
aorta well. However, if the intention was to display Hess coul 
the iliac and femoral arteries down to the level of the Ri), In a- 
knees, for example, another needle was placed in the rtery wi 


aorta below the level of the renal arteries. In these foted th: 
circumstances, the first roentgenogram would give an fMperfusion 
indication of the anatomic situation and pathological HRions of ¢ 


status of the aorta below the renal arteries, thus indi- 
cating whether a second needle could be placed satis- 
factorily. The second needle was used because a large 
“run-off” of opaque material via the celiac axis and 
the superior mesenteric and the renal arteries fre- 
quently would nullify attempts to opacify the iliac 
and femoral arteries by way of the needle inserted at 
the level of first lumbar vertebra. When injection was 
made below the renal arteries, the entire bolus of 
opaque material was directed toward the lower limbs. 
Furthermore, by making this injection below the level 
of the renal arteries, one avoids the passage of concer- 
trated opaque material through the liver, spleen, ki¢- 
neys, and most of the mesentery, and this makes for 


Fig, 2.— 


greater safety if one has to use fairly large quantities BRonnon i 
of opaque material. With due respect for the dangers J needle p 
of opaque materials, there would seem to be perhaps HF! was a 
less danger in the injection of 50 cc. of a concentrated wes Ae 


opaque material into the body via the lower part of the BR tea tha 
abdominal aorta than there is in injecting it into the fnly a shor 
arm or into the heart for angiocardiography. Another 
advantage of the injection below the level of the rena! 
arteries is that, by avoiding the “run-off” of the higher 


injection, one can use a more dilute medium, for 
ample 50 to 55% sodium acetrizoate, and the rate of ete 
injection does not have to be as rapid. There seems t? ae 


be little need for the use of two-needle methods, and 
the use of mechanical injectors is unnecessary and 
probably contraindicated. 
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When the second needle had been placed below 
- MB) level of the renal arteries and its position had been 
f Pbecked by a small (10 cc.) injection of opaque ma- 
vial, the first needle was removed. This injection 
ave a bird’s-eye view of the situation in the iliac and 
per femoral arteries (fig. 1b). If a complete block 
¢ Has demonstrated in one common iliac artery, for 
it ample, the next step was an attempt to get radi- 
lM yaque material around the block and outline the 
8 Mtent of the obstruction. To do this, a slow injection 
el BY 40 or 50 ce. of opaque material of about 50 to 55% 
 Honcentration was made and a roentgenogram was 
‘s Maken at the end of the injection (fig. lc and d). We 
It HA for this stage of the procedure a 36-in. cassette with 
is wo 14-by-17-in. sheets of roentgenographic film in it. 
\ Hy “slow injection” is meant injection lasting for 5 to 
it #0 seconds. Usually, and with a little experience, the 
il HBpeed with which the injection should be made can be 
( Mudged by the resistance presented to the plunger of 
h MBhe syringe. (The slow injection technique of aorto- 
h Mrteriography was tried at the suggestion of Dr. E. A. 
¢ MEdwards of the Peter Bent Brigham Hospital in Boston 
- Hind was adopted because of its success. ) 
It was necessary occasionally to inflate a pressure 
i: Muff around the upper part of one thigh in order to 
it Mprevent “run-off” of opaque material when unilateral 
Mbstruction was present ( fig. 2). 
S#@ \ith the needle placed in the aorta below the renal 
 MBrteries, the status of the arteries in the thighs and 
’ Megs could usually be demonstrated satisfactorily (fig. 
¢ Mi). In a few instances direct injection into the femoral 
¢ @rtery was necessary to accomplish this. It should be 
¢ MMioted that injection below the renal arteries avoids 
i @perfusion of many vital organs by concentrated solu- 
ions of opaque material. 


Fig. 2.-Aortograms showing complete occlusion of the right 
omon iliac artery after injection of opaque material through 
needle placed below the renal arteries (a) and after pressure 
uf was applied around left thigh and inflated to 300 mm. Hg 
hile a slow injection of about 20 cc. of opaque material was 
ude through same needle (b). By this means it was demon- 
rated that obstruction of right common iliac artery involved 
nly a short segment. 


Operative Technique 


At operation, adequate exposure was obtained 
trough a midline incision extending from the xiphoid 
Process to the pubis and passing to the left of the 
tmbilicus. The colon was retracted cephalad and 
aterally, and the small intestine was delivered onto the 
tbdominal wall on the right and placed in a plastic 
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bag. The transverse retroperitoneal portion of the 
duodenum was mobilized and the ligament of Treitz 
incised so that the aorta lay exposed beneath the 
pancreas and the left renal vein could be viewed. The 
posterior parietal peritoneum was incised from this 
point over the aorta to beyond the aortic bifurcation. 
The state of the iliac arteries was immediately ascer- 
tained. 

The operative field and the various types of ana- 
stomoses used in this series of cases are depicted in 
figure 3. When the occlusive process obliterated the 
lumen of the common iliac artery, the internal or ex- 
ternal iliac arteries were exposed further in the search 


Poupart's 


lig 


f 
Fig. 3.—Drawing showing operative field at time of resection 
and grafting and types of anastomoses employed in this group 
of patients (a to f). 


for a useful segment. End-to-end anastomosis of graft 
to vessel was accomplished if the vessels were open and 
of good quality and if good backflow was obtained from 
them. In some recent cases, end-to-side anastomosis 
of graft to iliac artery has been made. If the aortogram 
failed to indicate an open vessel in the abdomen, 
separate incisions were made in the groin first for ex- 
posure of the common, superficial, and deep femoral 
arteries. If these vessels were patent and suitable for 
anastomosis and femoral arteriograms indicated that 
the distal vessels of the leg were patent, the distal 
anastomoses were made to these vessels in an end-to- 
side fashion. 

When vessels in the abdomen or femoral region 
were suitable for anastomosis, resection was planned 
and the upper extent of the occlusion was investigated 
principally in relation to the renal vessels. In 10 of the 
cases a thrombus was aspirated from the “renal seg- 
ment” of the aorta. 

The aorta and distal arteries were carefully mobi- 
lized by sharp and blunt dissection as far as necessary. 
Appropriate clamps were applied to the aorta proximal 
to the lesion and to the arteries distal to it, and a 
solution of heparin sodium was injected beyond the 
clamps into the vessels that were to remain. The dis- 
eased segment was then removed; the lumbar arteries 
and the inferior mesenteric artery were removed 
when necessary. 
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A homologous graft of an aortic bifurcation pre- 
served in a nutrient medium’’ was used in all except 
two cases. In these two a polyvinyl-sponge (Ivalon) 
prosthesis was employed. The graft or the appropriate 
portion thereof was prepared at a sterile side table and 
then was tailored and sutured into place with a running 
over-and-over stitch of 00000 silk suture. The more 
cephalad anastomosis was usually made first, as the 
vessel at this end was the more fixed. When an end- 
to-end distal anastomosis was made into the external, 


Fig. 4.—Aortogram (a) showing occlusion of terminal aorta 
and common iliac arteries. Gross appearance of opened speci- 
men (b), 


rather than the common, iliac artery, an anastomosis 
was also made into the internal iliac artery on the 
same side. Proper degrees of tension applied to the 
graft when in place allowed smooth filling without 
buckling. After the distal clamps were removed, the 
proximal clamp was slowly opened to allow blood 
pressure to compensate for the decreased resistance. 
A conservative bilateral lumbar sympathectomy was 
done in earlier cases, although it is not now deemed 
necessary in most cases. The operation was completed 
by uniting the posterior parietal peritoneum, return- 


Fig. 5.—Aortogram (a) showing segmental occlusion of ab- 
dominal aorta. Photographs of resected specimen (b) and 
aortic graft in place (c). 


ing the viscera to the abdomen, and closing the abdo- 
men. The type of lesion that is particularly well suited 
to resection and grafting is shown in figures 4 and 5. 


Results 


The results in 74 cases are presented in the table. 
Patients were divided into two groups: those with 
primarily aortic occlusive disease and those with pri- 
marily iliac occlusive disease. Results were considered 
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excellent when return of pulses and relief of symp 
toms were complete and fair when partial retum 
pulses occurred, with some relief of symptoms. Thiry 
six of the 49 patients (73%) with aortic occlys; 
treated by resection and graft had excellent resy} 
while 7 had fair results, giving an over-all improy 
ment rate for the group of 87.8%. Of the 25 patie, 
with iliac occlusions who were similarly treated, | 
(60%) had an excellent result, while 6 had a fair », 
sult, giving an over-all improvement rate for the groy 
of 84%. Results are based on a relatively short peri 
of follow-up (12 to 26 months ), averaging 7 months 

Three patients died in the hospital. One, a 47-yex 
old man, died on the 10th postoperative day fry 
lower nephron nephrosis with uremia. Another, 
55-year-old man, died on the first postoperative dy 
from coronary occlusion and myocardial infarctig 
The third patient was a 53-year-old man in whom t) 
graft ruptured on the third postoperative day. A) 
other graft was inserted, and, although pulses x 
turned to normal, renal failure caused death on th 
1lth postoperative day. 

In one patient extensive occlusive arterial disea 
required replacement of the entire abdominal aor 
below the renal arteries and bilateral anastomosis ¢ 


Results of Resection and Grafting for Chronic 
Occlusion of Aorta and Iliac Arteries 


Site of Occlusion 


Total 

lliae 
Aorta’ Arteries No. % 

Total Ho. OF 49 25 74 

Results 

ind 6 13 17 
3 3 40 


” *For one patient in each of these groups a polyvinyl sponge (lv alo 
graft was employed; for the remaining patients an aortic homogr 
was used. 


tNo late deaths. 


the graft to the superficial femoral arteries. Gangrett 
developed in the left leg, and amputation of the le 
was required 10 days after operation. 


Factors Influencing Results 


Age, Duration of Symptoms, and Sex.—No significat! 
difference in age divided the patients who were great 
ly benefited from the less fortunate, the average age 
of the groups being 51.6 and 52.8 years, respectivel\ 
The average duration of symptoms, however, showet 
significant differences, 32.2 months for those great! 
improved and 45.3 months for those unimproved 
incompletely improved. Of the 51 patients restore 
virtually to normal, 11 were females and 40 males. 

Status of Distal Vessels.—Analysis of this experienté 
indicates that the most important factor related to tht 
end-result was the status of the distal vessels. Whe! 
the obstruction involved only the bifurcation of tl 
aorta, and the common, external, and internal ilis! 
arteries were of good quality and patent, and go0 
backflow was obtained from them, the results wet 
uniformly excellent. This situation can often be pl 
dicted by properly performed aortography and by tl 
clinical findings. Pallor on elevation may be absett 
and faint femoral pulsations are often evident. 
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Extension of the occlusion to involve the entire 
common iliac system poses no insurmountable prob- 
lem when the external and internal iliac arteries are 
widely patent and exhibit good backflow. In cases of 
this type in this series, either end-to-end anastomoses 
were made between the external iliac artery of the 
raft and that of the patient and between the internal 
'iac artery of the graft and that of the patient, or an 
end-to-side anastomosis was made between the graft 
and external iliac artery of the patient. Failure to 
restore pulsatile flow to the internal iliac artery may 
result in continuing claudication of the hip. Although 
the risk of thrombosis is probably slightly greater 
when anastomoses are made in these smaller vessels 
than in the aorta or common iliac arteries, the results 
have been excellent in most cases in our group. 

Failures in this series were due principally to an 
early lack of appreciation of the necessity for carrying 
the resection distally until good vessels with good 
backflow were found, even though this necessitated 
separate incisions in the groin. In several cases 
failure could have been predicted by the fact that 
backflow did not occur from the narrow external iliac 
artery in which the anastomosis was made. In these 
and in some early cases considered inoperable be- 
cause the occlusive process extended down the ex- 
ternal iliac artery to the inguinal ligament, a good 
open vessel from which good backflow occurred 
might have been found with the aid of separate inci- 
sions in the groin. This experience and cases subse- 
quent to those herein reported have emphasized the 
necessity of making the anastomosis to the common 
or superficial femoral artery if the vessels located 
farther cephalad are not satisfactory. 

The importance of adequate arteriographic visual- 
ization of the vessels in the leg cannot be overem- 
phasized. An anastomosis to the common iliac artery 
will fail in a high percentage of cases if the super- 
ficial femoral artery on the same side is occluded. 
Similarly, a graft with anastomosis to the superficial 
or common femoral artery may fail if the vessels 
lower in the leg are occluded. 

Anastomosis Made to Small Arteries.—Another factor 
that may contribute to a poor result is thrombosis at 
the distal suture line between the graft and a good 
vessel. Possibly this is more likely to occur when an 
end-to-end anastomosis to external and internal iliac 
arteries rather than to the larger common iliac artery 
has been employed. Thrombosis at end-to-end anas- 
tomoses in the external iliac arteries, however, has 
not been common enough to warrant wholly abandon- 
ing the use of end-to-end in favor of end-to-side 
anastomoses. When the distal anastomosis must be 
to the common or the superficial femoral artery, end- 
to-side anastomosis surely seems indicated. 


Summary 


Surgical treatment of occlusive disease of the aorta 
or common iliac arteries by resection and grafting has 
been carried out in 74 cases at the Mayo Clinic prior 
to June 15, 1956. Fifty-one patients obtained excellent 
results and 13 others fair results, giving an improve- 
ment rate of 86.5% within the time limits imposed by 
the length of the follow-up period. 
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Addendum 


Since this report was prepared, 20 male and 5 female 
patients have had homografts placed for occlusive dis- 
ease. Twelve of these occlusions were classified as 
aortic and 13 as iliac. Of the 25 patients, 20 (80% ) were 
restored to a virtually normal state at the time of dis- 
missal, 2 (8%) were improved, and 1 (4%) was un- 
changed. Two deaths occurred in this group: one due 
to postoperative hemorrhage and one due to severe 
pneumonitis and pulmonary congestion that followed 
repair of a ruptured graft. 


200 First St. S. W. (Dr. Welch). 
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NATURAL IMMUNIZATION 


EFFECTIVENESS AS MEASURED BY MORTALITY FROM THE DISEASE IN SUCCESSIVE 
GENERATIONS OF CHILDREN, 1915-1954 


J.A.M.A., July 6, 1957 


AGAINST POLIOMYELITIS 


Robert L. Vought, M.D. 


and 


Morris Greenberg, M.D., New York 


The introduction of a formalinized vaccine as an 
artificial immunizing agent against poliomyelitis by 
Salk’ and the continuing investigation of the poten- 
tialities of live virus vaccines suggest that, sooner or 
later, an effective and generally acceptable procedure 
for artificial immunization will become available. For 
this reason it is particularly important to attempt an 
evaluation of the effectiveness of the antecedent meas- 
ures in the prevention of paralytic poliomyelitis. 

Prior to the introduction of the formalinized vaccine, 
immunity to poliomyelitis was acquired naturally 
through repeated exposure to the poliomyelitis viruses. 
The concepts of widespread dissemination of virus and 
of subclinical infection and immunization were recog- 
nized early in the epidemiological study of the dis- 
ease.” 

Natural immunization against poliomyelitis takes 
place through dissemination of the virus from the 
gastrointestinal or respiratory tract of the patient or 
carrier to the susceptible host. The infected susceptible 
person becomes a carrier and usually develops im- 
munity; clinical poliomyelitis is a rare consequence of 
such infection. The dynamics of this process in the 
population are not completely understood. It seems 
likely, however, that the main determinants of the 
rapidity of spread of poliomyelitis infection are the 
proportion of nonimmune people who exist in the pop- 
ulation at any given time, their ages, and the prevail- 
ing sanitary conditions. This view is supported by the 
virus and antibody studies of Hudson and Lennette,* 
Turner and co-workers,* Hammon and co-workers,° 
Paul and his associates,® and others. 

While effective artificial immunization did not exist 
before 1954, certain measures were suggested to limit 
the occurrence and severity of paralysis. These in- 
cluded the limitation of active exercise during minor 
illnesses,’ the postponement of elective operations in 
the mouth and throat,*® and the delay of prophylactic 
injections during epidemic episodes of poliomye- 
litis.° Other measures that may have aided in the pre- 
vention of deaths and the limitation of disability were 
early diagnosis and prompt treatment, including the 
use of various physical measures to assist in respira- 
tion. The main effect of these, however, was the res- 
toration of function during and after the paralytic 
episodes. 

Prior to 1954, then, the combination of natural im- 
munization resulting from known and unknown factors 
in the agent, host, and environment and medical care 


Associate Professor of Epidemiology, School of Public Health 
and Administrative Medicine, Columbia University, and Direc- 
tor, Bureau of Preventable Diseases, New York City Depart- 
ment of Health (Dr. Greenberg); Associate Medical Director, 
Bristol Laboratories Inc. (Dr. Vought ). 


* Numbers of paralytic and fatal cases of polio- 
myelitis reported in New York State since 1915 have 
been analyzed from the standpoint of cohort mortal- 
ity, which follows the rate of a given group through 
successive time periods. The figures show that the 
mortality has decreased at least 75% since the 
maximum in 1915, but that the reduction, which is 
ascribed to natural immunization and improved med- 
ical care, has affected only the children under 15 
years of age. There has not been any comparable 
reduction in mortality for persons older than 15 
years. The number of paralytic cases reported an- 
nually during the period 1942-1954 was strongly 
correlated with the number of deaths. 


can be said to have determined the frequency of 
occurrence of paralysis as well as of mortality from 
poliomyelitis. The objective of this paper is to measure 
the combined effects of these factors, using mortality 
from poliomyelitis as a yardstick. It should be made 
clear that this paper is not concerned with an evalua- 
tion of the widely used vaccine of Salk. That has been 
effectively done by Francis and co-workers '° and the 
vaccine’s value established. This presentation is con- 
cerned with a discussion of the long-range evaluation 
of natural as against artificial immunization in polio- 
myelitis. 
Immunization in Poliomyelitis 


Poliomyelitis has been a reportable disease in most 
states since 1916, so that a mass of material based on 
reported cases is available. However, a little practical 
experience is sufficient to raise doubt as to the com- 
parability of case reports between reporting areas and 
in the same area at different time periods. In some 
states and cities attempts are made to record both 
paralytic and nonparalytic cases, which results in 
greater consistency and comparability of data, This in- 
novation is relatively recent, however, and thus the 
records do not go back far in time. Deaths from polio- 
myelitis are more consistently and accurately recorded 
than are cases. There is close correlation between 
deaths from poliomyelitis and reported paralytic cases 
(table 1 and fig. 1). Because of this close correlation, 
an evaluation based on mortality experience is justi- 
fiable. 

A consideration of epidemicity is also important in 
an evaluation of this type. While natural immuniza- 
tion proceeds throughout each year, with seasonal 
variation, it probably goes on at a greater rate during 
epidemic years. An epidemic year is. defined, for the 
purpose of this investigation, as one in which the in- 
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cidence of poliomyelitis was more than 30 per 100,000 
estimated total population. Thus, it becomes necessary 
to consider the number of outbreaks occurring during 
the period of study. The cycle of outbreaks is fairly 
irregular. In New York epidemics occurred in 1916, 
1931, 1944, and 1949. 

Another factor to be considered is the number of 
years for which deaths are to be summarized. Obvi- 
ously, single calendar years are inconvenient, since 
there are only occasional deaths during nonepidemic 
years and large numbers of deaths during the major 
epidemic years. In this study five-year periods were 
arbitrarily chosen, so that mortality rates are five- 
year mean annual rates. 

It seemed desirable to base this evaluation on mor- 
tality in successive generations, i.e., cohort mortality. 
The reason for this choice of analysis is that mortality 
experience over a generation measures the risk of dy- 
ing from any particular condition more adequately 
than do conventional rates. Such mortality rates are 
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PARALYTIC CASES 


Fig. 1.—Correlation between annual reported paralytic cases 
of poliomyelitis and annual reported deaths from poliomyelitis 
in New York City during 14-year period 1942-1954. 


based on the number of deaths during a period of time 
among the estimated population living during the same 
period of time. In poliomyelitis, mortality rates in 
successive generations are probably the best available 
measurements of the changing risk of acquiring fatal 
or paralytic poliomyelitis in past years. They consti- 
tute a legitimate approximation to a prospective study, 
but one that can be carried out in retrospect. 

The effectiveness of natural immunization will be 
reflected in the changing risk of mortality from polio- 
myelitis in successive generations of children. If natur- 
al immunization and medical care have been rela- 
tively effective, the cohort mortality rate should de- 
crease in successive generations. If the mortality re- 
mains steady or increases, it indicates that the com- 
bination of natural immunization and medical care 
Was not effective. Moreover, successive generations of 
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children have had differing experiences with epidem- 
ics of poliomyelitis. Some generations have had ex- 
posure to only one major outbreak, whereas others 
have had exposure to several. One would expect, if 
natural immunization is effective, that the generations 
that experienced more outbreaks and were thus ex- 
posed to a larger amount of virus would have less 
mortality than those exposed to fewer outbreaks. 


TaBLe 1.—Reported Paralytic Cases and Deaths from 
Poliomyelitis, New York City, 1942-1955 


Year Paralytic Cases, No. Deaths, No 
625 
31 
437 
328 
723 
154M 179 
351 37 
es 1,142 1m 


This analysis is based on deaths from poliomyelitis 
registered in the state of New York. Deaths in each 
age group were arithmetically averaged for each quin- 
quennium. Populations were estimated at midquin- 
quennial period by the arithmetic method from United 
States census data. The resulting rates shown in table 
2 are, therefore, five-year mean annual age-specific 
death rates. 

Inspection of the table shows that the general trend 
in poliomyelitis has been downward since 1915. Mor- 
tality at all ages decreased from 7.26 per 100,000 in 
1915-1919 to 0.74 per 100,000 in 1950-1954, a decrease 
of about 90%. Most of this decline occurred in the 
0-4, 5-9, and 10-14 age groups. Mortality in the 15-19 
and older age groups remained relatively stationary. 
The shift in mortality to the older age groups, which 
has been noted in recent years, seems to mean that 


TABLE 2.—Estimated Five-Year Mean Annual Mortality Rates per 
One Hundred Thousand from Poliomyelitis in New York State 
(City and Upstate), 1915-1954, in Five-Year Age Groups and 
in Five-Year Time Periods 
Mortality, by Age Groups (Yr.) 


A. 


Years i 0-4 5-9 10-14 15-19 2-24 25-29 30-34 85+ 
1915-19" 7.26 48.7 13.8 3.5 2.4 1.2 10 06 02 
1920-24 1.42 6.9 3.5 2.2 10 Os 0.3 0.2 01 
1925-29 1.34 4.9 4.1 2.9 15 0.7 O4 03 0.2 
1930-34" 1.60 6.9 5.7 2.8 20 0.7 04 0.3 01 
1935-39 0.46 1.3 1.5 1.1 05 O4 0.3 0.2 01 
1940-44" 0.69 0.7 2.5 3.0 14 O05 0.5 03 01 
1945-49" 0.74 1.3 2.7 2.0 2.1 1.2 OR 0.7 Te | 
1950-54 0.74 0.8 14 1.3 1.6 1.1 1.2 1.3 0.2 


* Major epidemie (1916, 1931, 1944, 1949). 


mortality from poliomyelitis at ages 0-14 has been 
sharply reduced while the force of mortality in ages 
15 and over has remained fairly constant since 1915. 
This effect is well shown by the 1950-1954 rates. In 
that time period the force of poliomyelitis mortality 
was approximately the same for all ages under 35. 
There is a suggestion of an upward trend in mortality 
in the 20-24, 25-29, and 30-34 age groups since 1940, 
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but this inference is of questionable significance when 
related to the entire experience since 1915 in those 
groups. 

Analysis of these data by cchort is even more re- 
vealing. What was the risk of dying from poliomyelitis 
during the first 15 years of life among children born 
in 1915 as compared with children born in 1940? An 
accurate answer to this question would require com- 
parison of mortality rates in a forward study carried 


Mean annual 


Mortality Rates 


Mortality, by Age Groups (Yr.) of Cohort 


Cohort of 5-9 10-1, \ (Ages yr. )# 


J.A.M.A., July 6, 1957 


deaths from poliomyelitis is closely correlated with 
the number of paralytic cases, it is reasonable to infer 
that the risk of paralytic attacks has decreased corre. 
spondingly. 

The evidence presented permits certain inferences 
to be drawn about the effectiveness of natural immuni- 
zation in reducing paralysis and death from poliomy. 
elitis and to establish a reasonable expectation of mor. 
tality for the future. First, however, it is relevant to 

challenge the 90% reduction noted 

No. of above on the grounds that it is based 
onthe 1915-1919 group of years, which 
was a record high. Is there a more 
reasonable figure? Age-specific mor- 
tality rates before 1915 were not avail- 


13.8 13.5 
1920-192) 


able; however, the general mortality 


rates for New York and other states 


were reported by Lavinder, Freeman, 


and Frost.*” The average mortality 


rate for the years 1910-1914 was L7 


192521929 le kel 09 18.4 1 
1930#1934F 567 2.8 4.6 3. 
1935-1939 le 1.5 1.1 3.9 
1940-1944 + 2.5 3.0 3.8 2 
1945-19) 9+ 1.3 27 2.0 1.9 2 
1950-1954 0.8 1.4 1.3 1.6 2 


per 100,000, or about one-fourth the 
rate of 7.26 during the 1915-1919 


# Rates obtained by multiplying mean annual rate in each Seyear age group of 


cohort by 5, adding results, and dividing total by 15. 
t In first 15 years of life. 
+ Indicates epidemic yearse 
Fig. 2 
in successive generations (cohorts) at 5-year intervals. 


out over the 40-year period. An estimate of the mor- 
tality in successive generations can be obtained in the 
following computations: The rate in the 0-4 age group 
in 1915-1919 was 48.7, as indicated in figure 2. In the 
next time period this class, or cohort, consisted of 
children five years older on the average. Hence, their 
m rtality rates must have been approximately that of 
the 5-9 age group in the 1920-1924 period, i.e., 3.5. In 
1925-1929 they were again five years older and their 
rates were approximately 2.9. Their mortality experi- 
e ice during the period 1915-1929, i.e., the first 15 years 
of their lives, was approximately the sum of their ex- 
perience in each of the 15 years—the sum of 48.7 plus 
3.5 plus 2.9, multiplied by 5. If this sum is divided by 
15 the average annual mortality rate of the cohort 
(18.4) will be obtained. Similar calculations may be 
made for other cohorts, as shown in figure 2. It is ap- 
parent that the risk of mortality from poliomyelitis 
has diminished significantly since 1915 for children 
under age 15. A similar comparison may be made for 
older age groups beginning with persons who were 15 
to 19 years of age in 1915-1919, i.e., the cohort of 
1900-1904 (table 3). The force of mortality from polio- 
myelitis remained virtually constant in successive gen- 
erations of persons over 15 years of age after 1915. 


Comment 


This analysis of mortality from poliomyelitis in New 
York state has shown that the risk of dying from the 
disease during the first 15 years of life has decreased 
approximately 90% from the cohort of 1915 to the co- 
hort of 1944. During the same time period, the risk of 
dying from poliomyelitis among cohorts over age 15 
has remained fairly stationary. Since the number of 


period. Assuming a similar reduction 
for age group 0-4 years, the mean an- 
nual average mortality rate for this age 
group would have been about 12.2 in- 
stead of 48.7 per 100,000 and the mor- 


2.—Mean annual mortality rates from poliomyelitis during first 15 years of life tality rate of the cohort would be 


reduced from 18.4 to 6.2. The reduc- 

tion of mortality in the cohort 0-14 
years from 1915 to 1944, on the basis of this modified 
rate, has been about 75%. 

Whatever the exact reduction in mortality has been, 
it seems fairly certain that the general immunity of the 
population, measured by paralysis and death, has been 
increasing steadily. Since the increase in immunity has 
been accompanied by increased exposure, the infer- 
ence that natural immunization has been 75 to 90% 
effective in reducing mortality in the 25 years from 
1915-1919 to 1940-1944 seems to be a reasonable one 
(fig. 3). If one accepts the 75 to 90% reduction as the 
upper and lower limits of the 25-year mortality expe- 
rience, and if the trend continues, the cohort of 0-14 
years should decline irregularly a further 75 to 90% in 
mortality in the next five quinquennia as indicated in 


TaBLe 3.—Cohort Mortality Rates from Poliomyelitis Among 
Persons 15 to 34 Years of Age, New York State, 1915-1954 
Mean Annual Mortality Rate 


Cohort of of Cohort (Aged 15 to 34 Yr.)" 
0.8 


* Rates obtained by multiplying mean annual rate in each 5-year age 
group of cohort by 5, adding results, and dividing by 20. 
figure 3. In the quinquennium 1965-1969 the mortality 
rate should be 0,2 to 0.8 per 100,000. If immunization 
procedures now available or which become available 
during the next 15 years are more effective than natu- 
ral immunization, the mortality rate should be signifi- 
cantly lower than the expected value. Whether or not 
effective immunization procedures are finally de- 
veloped and carried out on a mass basis, the outlook 
for the future generations is quite encouraging if the 
present trend can be maintained. 
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Summary and Conclusions 


Natural immunization plus improved medical care 
have reduced mortality from poliomyelitis in New York 
state 75 to 90% since 1915 among successive genera- 
tions of children under 15 years of age. During the 
same period, mortality for persons over age 15 has 
remained substantially constant. Since the mortality 
rate is closely correlated with the paralytic case rate, 
the reduction in paralytic case morbidity has followed 
the downward trend and is of the same order. On 
the basis of the downward trend, the expected mor- 
tality for children born in 1955-1959 may be further 
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Fig. 3.-Average annual mortality rates of persons aged 0-14 
and 15-34 years in cohorts, by quinquennia, New York state, 
1915-1954. 


reduced to a rate of 0.2 to 0.8 per 100,000 when they 
reach 15 years of age. If effective artificial immuniza- 
tion procedures are developed and carried out on a 
mass basis, more rapid reduction in mortality can be 
expected. 


125 Worth St. (Dr. Greenberg ). 


Data used in this study for upstate New York were furnished 
by Dr. Robert Korns, Assistant Commissioner, New York State 
Department of Health, and those for New York City by Mr. 
Carl Erhardt, Director, Bureau of Records and Statistics, New 
York City Department of Health. 


Mr. Martin Svigir, Assistant Statistician, New York City De- 
partment of Health, assisted in preparing some of the tables and 
the charts. 
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The Adrenal Gland.—You know there are two parts to the adrenal. The first is the cortex, 
which arises from the same embryolic analogue as do the ovaries and the testes; therefore, 
when the adrenal cortex, because of tumor formation or hyperplasia and hypertrophy, over- 
secretes its complex substances, to which Dr. Randall will refer, we have, among other symp- 
toms, the urogenital, including precocious puberty in children, androgenic signs in women 
and estrogenic signs in men. That is an easy way to remember it. The medullary portion of 
the adrenal takes its origin from the same analogue that gives rise to the sympathetic nervous 
system; therefore, when this part of the gland is affected, we have changes associated with 
stimulation of the sympathetic nervous system, such as hypertension, undue sweating and a 
change in the basal metabolic rate.—W. Waters, Surgical Lesions of the Adrenal Gland, Post- 


graduate Medicine, October, 1956. 


ith 
fer 
ni- 
hy- 
Or- 
to 
ed 
ch 
re 
il- 
ity 
ity 
he 
19 PE 
n- 
ve 
l4 
ad 
as 
T- 
m 
e- 
4 
n 
in 
ig 
| 
* 
e 
t 
A 


1054 


J.A.M.A., July 6, 1957 


PROBLEMS IN DIAGNOSIS AND MANAGEMENT OF FUNCTIONING 
PARATHYROID TUMORS 


Joseph W. Goldzieher, M.D., John P. Heaney, M.D. 


and 


M. Jeanne Fairweather, M.D., San Antonio, Texas 


In recent years, extensive reviews (Janelli,' Nor- 
ris *) as well as many individual case reports of func- 
tioning parathyroid lesions have been published. The 
expanding volume of literature is proof of increasing 
recognition of the clinical picture associated with this 
secretory functional tumor. These added opportunities 
to study the disease have made it clear, as might be 
expected, that variations from the typical syndrome 
are by no means uncommon and frequently present 
challenging diagnostic features. The three cases herein 
reported illustrate some of the problems that may be 
encountered more often as progressively earlier stages 
of the disease are studied. 


Report of Cases 


Case 1.—A 55-year-old woman was referred for the investi- 
gation of possible hyperparathyroidism. Her family history 
complicated matters materially in view of a dominant strain 
of fragilitas ossium (osteogenesis imperfecta) transmitted 
through the maternal side of the family. The mother, a 
maternal grandfather, and a maternal uncle all had blue 
scleras and numerous fractures; at birth the patient herself 
was found to have blue scleras, and she sustained multiple 
fractures from the age of 2 until puberty, at 14. Her menstrual 
history was uneventful; she had a single pregnancy at the age 
of 23 and passed through an uncomplicated menopause at the 
age of 48. She had been told that she had hypertension at 
various times over a period of several decades. 

Her current illness began in 1950, after the death of her 
son in military service. Immediately thereafter, she developed 
a severe depression and semi-invalidism, At this time she was 
told that she had some osteoporosis “which was natural for a 
woman of her age.” A year later she complained of increasing 
back pain, for which a brace was prescribed. Continuing 
discomfort led her to consult a number of physicians and 
clinics, and over a period of time extensive studies were carried 
out; these were said to have been essentially normal. In 1953 
her serum calcium level was 10.4 mg. per 100 ml.; the serum 
inorganic phosphate level was 2.9 and 2.6 mg. per 100 ml. 
on two occasions. The alkaline phosphatase level was 2.2 and 
3.0 King-Armstrong units. X-rays showed marked kyphosis of 
the thoracic spine, with wedging of several vertebrae. There 
was increased radiolucency of all bones and ballooning of 
the lower thoracic and lumbar disks. Calcification of the ab- 
dominal aorta was also observed. 

She was placed on cyclic androgen-estrogen therapy for a 
year, without subjective or objective improvement. Further 
examination later the same year revealed a persistently low 
serum inorganic phosphate level. These findings were confirmed 
at still another institution, where 24-hour urinary excretion of 
calcium (on a low-calcium diet) was found to be 108 and 118 
mg. per 24 hours on two occasions. The serum calcium level 
measured 10.8, 10.0, and 10.4 mg. per 100 ml. on separate 
occasions (the upper limit of normal for this laboratory being 
10.4 mg. per 100 ml.). The serum inorganic phosphate level 
on these occasions was 1.9, 2.2, and 2.4 mg. per 100 ml. The 
alkaline phosphatase level was recorded as 1.6 and 2.0 Bo- 
dansky units. X-rays showed increasing radiolucency of the 
bones as well as compression deformities. The skull showed some 


From the Department of Endocrinology, the Southwest Foun- 
dation for Research and Education and the Robert B. Green 
Memorial Huspital. 


AT. 


¢ The clinical symptoms of hyperparathyroidism may 
be obscure and varied, and the casual determination 
of serum calcium and phosphate levels may not suf- 
fice to establish the diagnosis. In one illustrative case 
only a persistently low serum phosphate level was 
demonstrable over several years of observation, and 
in another the serum calcium level varied between 
normal and elevated within a short space of time. 
These and other findings suggest that parathyroid 
hormone secretion may be intermittent and that the 
individual chemical response may be variable. Of the 
additional diagnostic tests employed, determination 
of renal phosphate reabsorption and the phosphate- 
deprivation test proved to be of value, while the 
calcium infusion test was misleading in several in- 
stances. In one patient with clinically typical hyper- 
parathyroidism, normal parathyroid structures were 
observed in relation to the thyroid gland, but aber- 
rant parathyroid tissue was found in the fat removed 
from the area behind the junction of the right and left 
innominate veins, emphasizing the need for anatomic 
dissection, removal, and histological examination of 
all fat tissue about the great vessels. The operative 
field must be kept absolutely bloodless as a requisite 
for identifying small masses of parathyroid tissue by 
their color. In one patient this led to the discovery of 
an intrathyroid parathyroid adenoma measuring 16 
by 7 mm. In planning the surgery the patient should 
be forewarned that exploration of the mediastinum 
may be necessary. 


coarsening of the diploic pattern; there was good lamina dura 
about most of the upper teeth. The hands and fingers showed 
little change in bone density and no cyst formation. 

In the presence of an intact lamina dura, of bone disease 
not typical of hyperparathyroidism, and of lack of hypercal- 
ciuria, and with hypophosphatemia the only positive sign, the 
diagnosis of hyperparathyroidism could not be made. It was 
decided to discontinue hormone therapy and reevaluate the 
patient’s condition in six months. 

In October, 1955, the patient was referred to us for evalua- 
tion. By this time she had developed great disability with 
almost complete invalidism, presumably due to severe pain; 
she was depressed and chronically constipated. There were no 
complaints referable to the urinary tract. 

Physical examination revealed a bedridden middle-aged 
woman, The blue scleras were immediately apparent. The 
facies was resigned, not taut, and showed no sign of chronic 
illness. The cheeks were pink but not plethoric, and there 
was none of the facial obesity characteristic of adrenal cortical 
hyperfunction (Cushing’s syndrome), suspected by previous 
investigators. There was a definite kyphosis, which simulated 
a “buffalo hump.” There was no acne, and hair distribution 
was normal. No changes in the conjunctiva or cornea were 
observed. No masses could be felt in the neck; the thyroid 
was not palpable. Heart and lung findings were within normal 
limits except for the blood pressure, which ranged between 
180 and 200 mm. Hg systolic and 100 and 105 mm. Hg 
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diastolic. The abdomen was somewhat obese but otherwise not 
remarkable. Pelvic examination was negative. Deep tendon 
reflexes were intact, sensory and vibratory tracts were normal, 
and coordination was good so far as could be tested. The 
patient moved with difficulty due to spasm, especially of the 
erector spinae muscles, and she also had limitation of motion 
due to her childhood fractures. 

Laboratory studies showed the following values: fasting 
blood sugar, 104 mg.; blood urea nitrogen, 13.5 mg.; serum 
protein, 6.8 Gm.; serum calcium, 11.0 mg.; serum inorganic 
phosphate, 2.5 and 2.6 mg.; and serum magnesium, 1.65 mg. 
per 100 ml. The alkaline phosphatase level was 9.2 Bodansky 


Laboratory Values in Three Patients with Parathyroid Tumors 
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The unusual features of this case were absence of 
hypercalcemia, with persistence of hypophosphatemia, 
during a long period of observation. Decreased renal 
tubular reabsorption of phosphate, presumably the 
result of excess parathyroid hormone secretion, yielded 
valuable information and weighed heavily in the de- 
cision to operate. The intravenous calcium infusion 
test gave a response in part such as one might expect 
with normal parathyroid function and might have 
been misleading. These findings strongly suggest that 


Case 1 
Control 
Creatitine clearance, ml./min. 48 104 


Case 2 Case 3 


Infusion Recovery 


57 100 96 9% 69 16 58 
1.8 3.9 3.0 2.8 16 41 2.2 
0.30 0.46 2.9 0.75 0.01 0.04 0.01 

M4 79 85 65 
9.8 9.5 12.3 9.3 a4 
0.64 0.12 0.55 042 0.18 17 0.31 

97 95 95 v7 
0.53 1.8 1.0 0.93 0.15 3.0 11 
0.056 0.040 0.25 0.21 0.08 0.34 0.04 


* GFR=glomerular filtration rate, mg./min.; UER=urinary excretion rate, 


units. Urinalysis revealed a 24-hour calcium excretion (on a 
low-calcium diet ) of 122 mg. The urinary 17-ketosteroid values 
were 7.2 mg. per day. X-rays showed the findings noted 
previously; in addition, there was patchy disappearance of the 
lamina dura. The phalanges were not remarkable. Barium 
swallow revealed no distortion of the esophageal outline 
(Wyman *). 

After four days of a diet containing 100 mg. of calcium 
and 500 mg. of phosphate per day, the serum calcium level 
was 13.3 mg. and the phosphate level 2.25 mg. per 100 ml. 
At this time also, determination of renal tubular reabsorption 
of phosphate and response to intravenous calcium infusion 
were measured. The results of these studies are shown in the 
table and in figure 1. Renal tubular reabsorption of phosphate 
was found to average 80%, a value that is significantly low com- 
pared to the normal rate of 91 + 3%. On the basis of studies 
of Schaaf and Kyle,* this is highly suggestive of hyperpara- 
thyroidism. Intravenous infusion of calcium (890 mg. of cal- 
cium gluconate in isotonic sodium chloride solution) produced 
the expected rise in the serum level of calcium but was also 
accompanied by a defini‘e rise (to 1.3 mg. per 100 ml.) in 
the serum inorganic phosphate level. (It was originally re- 
ported > that normal individuals show appreciable rises in 
the serum inorganic phosphate level, in contrast to hyperpara- 
thyroid patients, who showed rises of 1 mg. per 100 ml. or 
less. Kyle and co-workers,® however, have found exceptions to 
this.) In addition, a definite rise in urinary phosphate excretion 
was found during the infusion period, but 24-hour phosphate- 
excretion studies were not carried out. 

In view of the persistently low serum inorganic phosphate 
level, the single elevated serum calcium value, the elevated 
alkaline phosphatase level, and the diminished tubular reaborp- 
tion of phosphate, it was decided that parathyroid exploration 
would be justified. The neck was opened by means of a stand- 
ard collar incision. The right side was explored first, and no 
tumor was found. On the left side, at the lower thyroid pole, 
a characteristic adenoma was encountered. Further search for 
additional tumors was unproductive. The excised tumor meas- 
ured 1 cm. in diameter and was of the chief cell type. 

The postoperative course was uneventful. Blood studies be- 
gun in the postoperative period and extending over an interval 
of three months yielded values of 9.8 to 10.4 mg. per 100 ml. 
for serum calcium and 3.3 to 4.1 mg. per 100 ml. for serum 
inorganic phosphate. Tubular reabsorption of phosphate three 
weeks postoperatively was 94%. The patient’s bone pains 
diminished slowly and finally disappeared. Changes in mental 
outlook were difficult to evaluate because of a cerebrovascular 
accident that occurred after she become ambulatory. 


mg./min.; %TR=—% tubular reabsorption. 


patients suspected of having hyperparathyroidism be- 
cause of “osteoporosis,” renal calculi, or other suggest- 
ive complaints require more extensive investigation 
than simple determination cf serum or urine calcium 
and phosphate levels on one or more occasions. One 
must bear in mind also that a variety of factors affect 
the serum calcium and phosphate levels, so that alter- 
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Fig. 1.—Results of intravenous calcium infusion (circles=case 
1, triangles=case 2, x=case 3). 


ation of one component is not inevitably associated 
with inverse alteration of the other. Further, some 
have speculated that there are not one but two para- 
thyroid hormones, one of which primarily affects cal- 
cium and the other phosphate metabolism. Whether 
a case such as this lends any strength to the dual- 
hormone hypothesis is conjectural. 

Case 2.—A 52-year-old man sought medical attention be- 


cause of recurrent hematuria with renal calculi of five years’ 
duration. A serum calcium determination done elsewhere was 
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reported to show a level of 19 mg. per 100 ml., and the 
patient was referred for evaluation of possible hyperpara- 
thyroidism. Five years prior to admission, cystoscopy had been 
done and several small stones removed. Since then he had 
passed many urinary calculi. For six months prior to admission, 
he experienced bilateral discomfort in the costovertebral angles. 
More recently, he had noted polyuria, polydypsia, tingling of 
the hands, and some shortness of breath. Some intermittent 
edema of feet and hands, worse in the mornings, had also 
been noticed. There was no history of constipation. 

Physical examination revealed a lean middle-aged man in 
no distress. Body configuration and hair distribution were nor- 
mal, Examination of the eyes was normal, although no slit- 
lamp examination was done. The teeth were carious. The 
neck was lean, and no masses were felt. Clinical examination 
of the heart and lungs revealed no abnormality. The blood 
pressure was 140/90 mm. Hg, with a pulse rate of 60 per 
minute. Except for bilateral costovertebral angle tenderness, 
examination of the torso was negative. The external genitalia 
were normally developed. The prostate was smooth, nontender, 
and slightly enlarged. There were large varicosities of both 
lower extremities. Neurological examination revealed an in- 
crease in deep tendon reflexes. 
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Fig. 2 (case 2).—Metabolic studies showing effect of low- 
phosphate intake preoperatively and postoperatively. 


X-rays showed pulmonary emphysema with interstitial fibrosis. 
A staghorn calculus was present in the left kidney, along with 
numerous small foci of calcification in the right kidney. Both 
kidneys showed mild nephrocalcinosis. There was definite re- 
sorption of the lamina dura about the residual teeth, Skeletal 
survey showed some generalized decrease in bone density; 
there were no bone cysts. Phalanges of the hands failed to 
show any distinctive signs. Barium swallow showed no devia- 
tion of the esophagus. Electrocardiograms indicated left ventri- 
cular hypertrophy with some degree of myocardial ischemia. 
Blood studies yielded a normal hemogram and normal values 
for sodium, potassium, nonprotein nitrogen, chlorides, carbon 
dioxide—combining power, pH, and glucose. The serum calcium 
level ranged from 8.6 to 15.7 mg. per 100 ml. The values on 
numerous determinations of the inorganic phosphate level 
ranged between 3.0 and 4.5 mg. per 100 ml., with a single 
determination as low as 2.7 mg. per 100 ml. There was no 
inverse correlation between the serum levels of calcium and 
phosphate. The serum magnesium level ranged about 1.95 
mg. per ml. The alkaline phosphatase level ranged from 2.5 
to 3.0 Bodansky units on three determinations, Total proteins 
measured 5.7 Gm. per 100 ml., with a normal albumin-globulin 
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ratio. Urinalysis showed intermittent hematuria, and the results 
of the Sulkowitch test varied from 1+ to 3+. No Bence Jones 
protein was found. 

Although the clinical picture was highly suggestive of hyper- 
parathyroidism, we were disturbed by the consistently norinal 
level of serum inorganic phosphate in the absence of severe 
renal impairment. The wide fluctuation of the serum calcium 
level and to a lesser degree the normal level of alkaline phos- 
phatase were also disconcerting. For this reason, a series of 
metabolic studies were undertaken. 

After six days of a diet containing 100 mg. of calcium and 
500 mg. of phosphate daily, tests of tubular reabsorption of 
phosphate and response to intravenous calcium administration 
were carried out. The results are shown in the table and in 
figure 1, Renal tubular reabsorption of phosphate averaged 
76%, indicating defective reabsorption much as one might ex- 
pect with an excess of parathyroid hormone. Intravenous infu- 
sion of calcium (890 mg. of calcium in four hours) raised the 
blood level to a maximum of only 12.9 mg. per 100 ml., com- 
pared with the control level of 9.3 mg. per 100 ml. Under these 
circumstances, there was no alteration of the serum inorganic 
phosphate level (fig. 1). 

Further studies were undertaken, as shown in figure 2. 
After a rest period of two weeks, the patient was placed on a 
special low-phosphate diet calculated to contain 280 mg. of 
phosphate and 400 mg. of calcium per day. In addition, he 
was given 30 cc. of basic aluminum carbonate (Basaljel) with 
each meal. On this regimen the serum inorganic phosphate 
level dropped precipitously from a level of 4.3 mg. to a low 
of 1.5 mg. per 100 ml. and then remained at a level of 2.1 to 
2.3 mg. per 100 ml. The serum calcium level rose sharply from 
an initial value of 9.6 mg. to a peak of 12.6 mg. per 100 ml. 
This latter finding is difficult to interpret in view of the highly 
variable levels of serum calcium observed earlier. During the 
next two weeks, with the patient on regular hospital diet, the 
serum inorganic phosphate level rose promptly to normal levels 
and the serum calcium level remained between 11.7 and 13.3 
mg. per 100 ml. At the end of this time surgical exploration 
was carried out. 

At operation the entire cervical visceral compartment was 
laid open bilaterally. Although normal parathyroids were seen, 
no tumor was evident, and the decision was made to open the 
mediastinum. At that time, a fortunate chance movement of 
the thyroid gland revealed on the surface of the right thyroid 
lobe a flash of reflected brown color that had the distinct 
appearance of parathyroid tissue; this area was less than 2 
mm. in diameter. Further dissection of this small zone revealed 
an intrathyroid tumor approximately 1.5 cm. in greatest dimen- 
sion. Once seen, it was enucleated without difficulty (fig. 3). 
The tumor measured 16 by 7 mm. and was composed chiefly 
of large pale oxyphil cells with a small admixture of chief 
and clear cells. 

Immediately after operation, the serum calcium level dropped 
from 11.7 to 10.3 mg. per 100 ml. and remained within the 
normal range thereafter. The serum inorganic phosphate level 
rose sharply from 2.5 mg. to a maximum of 4.4 mg. per 100 
ml. on the sixth postoperative day and then remained normal. 
Five weeks after surgery the patient was again put on the low- 
phosphorus diet with supplements of basic aluminum carbon- 
ate at mealtimes. On this occasion the serum inorganic phos- 
phate level was not altered; the serum calcium value rose to 
a peak of 11.2 mg. per 100 ml. Renal tubular reabsorption of 
phosphate two months postoperatively was 94%. 

No further polyuria, hematuria, or passage of stones has 
occurred since removal of the adenoma, and the costovertebral 
angle tenderness disappeared. The subjective and objective 
symptoms referable to the ankle joint continue to present a 
diagnostic problem. 


This case presented unusual features both chemi- 
cally and surgically in spite of a typical clinical picture. 
The rapid fluctuation in serum calcium levels was 
conspicuous and reemphasizes the importance of mul- 
tiple determinations. In contrast to the patient in case 
1, in whom the serum calcium level was consistently 
normal and the serum inorganic phosphate level per- 
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sistently low, this patient displayed marked though 
inconstant elevation of the serum calcium level, with 
normal levels of serum phosphate. A phosphorus- 
deprivation test was decisive in bringing out the typi- 
cal biochemical pattern of hyperparathyroidism. Repe- 
tition of the test after removal of the tumor gave a 
normal response and confirmed the idea that it was 
unbridled parathyroid hormone secretion that pre- 
vented conservation of phosphate and, thus, the 
maintenance of norma] serum phosphate levels. Fur- 
ther, the defect in tubular reabsorption of phosphate 
was demonstrated by clearance studies and reverted 
to normal postoperatively. Intravenous infusion of cal- 
cium failed to increase the serum inorganic phosphate 
level, which dropped slightly during the infusion and 
showed no further change in the four-hour postinfu- 
sion period. Urinary excretion of phosphate was in- 
creased during the infusion. 

The surgical aspects of this case were also instruc- 
tive. The tumor, buried within the thyroid parenchy- 
ma, might easily have been overlooked if an 
absolutely dry, bloodless field had not been main- 
tained. It was only through the slight change in the 
color of the thyroid surface that any abnormality was 


detected. Had there not been meticulous attention to _ 


hemostasis, an unnecessary exploration of the medias- 
tinum would have been done. 


Case 3.—A 46-year-old schoolteacher was referred for evalua- 
tion of possible hyperparathyroidism, At the age of 34 she 
had developed various emotional disturbances, which were 
treated at intervals by psychotherapy. At the same_ time, 
glucose-tolerance studies detected a functional hypoglycemia, 
which was controlled with a high-protein diet. In all other 
respects, the history was uneventful. Two years before coming 
to our attention, the patient had a routine chest x-ray that 
showed “osteoporosis” of the thoracic spine. For six months 
prior to her present admission, she had episodes of “pyelitis” 
that responded to symptomatic treatment. At about the same 
time she had her first attack of renal colic and passed some 
stones; from that time on there was almost continuous passage 
of gravel, X-ray studies during this period revealed prompt 
excretion of dye from both kidneys without evidence of renal 
calcification. There was generalized diminution of bone density, 
with questionable narrowing of the intervertebral spaces in the 
thoracic region and calcification of the costochondral junctions. 
No bone tumors or cysts were seen, and the hands were not 
remarkable. There was an intact lamina dura about the teeth 
and a slight ground-glass appearance to the calvarium. Lab- 
oratory studies showed a serum calcium level of 12.4 mg., a 
serum inorganic phosphate level of 3.7 mg., and a total pro- 
tein level of 6.7 Gm. per 100 ml.; the alkaline phosphatase 
level was 7.2 Bodansky units, Calcium excretion on a low- 
calcium diet was 172 mg. a day. 

When seen by us, the patient had just recovered from an 
episode of renal colic. Despite a good appetite between such 
episodes, the attendant nausea and anorexia caused a weight 
loss of about 25 Ib. (11.3 kg.) in six months. Her digestion 
was good, and there was no history of constipation. The 
menstrual history was entirely normal, menarche having oc- 
curred at 14 and menopause at the age of 44, without com- 
plications, 

Physical examination revealed a sallow, anxious spinster with 
a definite stoop, a feature that she stated to be of recent 
origin and to be accompained by a loss of almost 2 in. (5 cm.) 
in height. The thoracic kyphosis was quite apparent. The body 
hair was scanty and of normal distribution; the skin was 
coarse and oily, and there were many small pigmented nevi 
and papillomas, Eyes, ears, nose and throat revealed nothing 
remarkable, although slit-lamp examination was not carried 
out. There were no masses felt in the neck, and the thyroid was 
not palpable. The heart and lungs were normal to physical 
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examination; the blood pressure was 122/74 mm. Hg. The 
breasts were small and atrophic, and the abdomen was normal 
except for an old appendectomy scar. There was no tenderness 
in the costovertebral angles at this time. Pelvic examination 
was negative. Deep tendon reflexes were equal and somewhat 
hyperactive. Sensory, vibratory, and cranial tracts were intact. 

Laboratory studies yielded normal levels of blood sugar, urea 
nitrogen, uric acid, and serum cholesterol. The serum calcium 
level was 12.3 and 11.1 mg. per 100 ml. on two occasions, 
and the corresponding values for serum inorganic phosphate 
were 2.4 and 2.1 mg. per 100 ml. The serum protein level was 
7.2 Gm. and the serum magnesium level 2.15 mg. per 100 
ml. With the patient on a low-calcium diet, 146 mg. of calcium 
was excreted per 24 hours. Analysis of 620 mg. of urinary 
gravel revealed almost pure calcium carbonate, with no appreci- 
able quantities of phosphate, oxalate, urate, or cholesterol, A 
vaginal smear showed a mild degree of estrogen deficiency. 

Skeletal survey revealed increased radiolucency of all bones, 
with questionable narrowing of the intervertebral spaces in 
the thoracic area. The lamina dura was present about the 
teeth. There were no calcifications in or around the kidneys, 
and intravenous urography showed prompt bilateral excretion 
of dye. Barium swallow showed no deviation of the esophagus. 

After six days of a diet containing 100 mg. of calcium and 
500 mg. of phosphate, metabolic studies were carried out. 
These are summarized in figure | and the table. Tubular 
reabsorption of phosphate was decidedly increased, Intravenous 
calcium infusion produced a substantial rise of the serum 
calcium level and with it a significant and continuing rise of 


Fig. 3 (case 2).—Photograph of tumor in situ. 


the serum inorganic phosphate level (2.1 mg. per 100 ml.). 
There was a very slight increase in phosphaturia. It is note- 
worthy, however, that the phosphate excretion was extremely 
low at this particular moment, and unfortunately it was not 
possible to repeat the studies once more before surgery. In 
view of the typical clinical picture, however, parathyroid ex- 
ploration was undertaken. The neck was explored in conven- 
tional fashion. No gross tumor was found, The normal para- 
thyroids were identified without difficulty and were left 
undisturbed. All fat tissue was removed from the visceral com- 
partment of the neck for microscopic study. 

The mediastinum was then opened by mediastinotomy, Here 
again, no gross tumor was found. The thymic fat pad together 
with all other adipose tissue was removed. Both the thoracic 
and cervical incisions were closed anatomically. In the substance 
of the fat removed from the area behind the junction of the 
innominate veins were found indistinct islands of parathyroid 
tissue measuring 2.5 mm. in greatest diameter and composed 
of chief cells. One of these, differing from the others, showed 
parathyroid cells in a compact sheet. Biopsy specimens of the 
parathyroids in the neck were normal in appearance. 


Chemical findings in this patient illustrate a marked 
discrepancy between the results of classic tests for hy- 
perparathyroidism and those of newer metabolic and 
presumably more sensitive diagnostic tests. The clin- 
ical picture, together with the elevated serum calcium 
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and depressed serum inorganic phosphate levels in 
the presence of normal renal function, made the diag- 
nosis of hyperparathyroidism highly probable. Never- 
theless, at the time clearance studies were carried out, 
there was increased renal tubular reabsorption of 
phosphate, and intravenous infusion of calcium result- 
ed in an appreciable elevation of the serum phospate 
level with little concomitant change in phosphaturia. 
One could suggest that secretion of hormone by the 
aberrant tissue was sporadic and that there may have 
been intermittent periods during which functional tests 
reflected only the inhibited state of the parathyroid 
glands. The very high tubular reabsorption of phos- 
phate would be in keeping with this idea. Further- 
more, there is the fact that removal of the aberrant 
tissue was followed by prolonged, moderately severe 
signs of hypoparathyroidism, also indicating that the 
normal parathyroid tissue was significantly inhibited 
by the tumor. On the other hand, the rise of the serum 
phosphate level during calcium infusion suggests that 
further parathyroid inhibition was possible. The reason 
for the failure of these functional tests to indicate the 
presence of active parathyroid tissue thus remains a 
matter for conjecture. 

Surgically, this case reemphasizes the need for a 
clean dry field and complete dissection. A careful 
extensive exploration of the neck was carried out 
before the decision was made to enter the mediasti- 
num. Furthermore, it will be recalled that no aberrant 
parathyroid tissue was recognized grossly during the 
course of mediastinal exploration, despite frequent 
microscopic examinations of excised fat. It is apparent 
that, if all visible mediastinal fat had not been re- 
moved, the minute islands of ectopic parathyroid tis- 
sue would have been missed. Fibrosis occurring during 
recovery from this first exploration would have made 
the possibility of success at a second exploration even 
less likely. 


Biochemical and Metabolic Studies 


The biochemical and metabolic studies employed in 
these cases are based on concepts of parathyroid 
physiology advanced originally by Albright and his 
associates.’ In part, these workers feel that the out- 
standing action of parathyroid hormone is exerted on 
the kidney. This action consists of an interference 
with the tubular transport (reabsorption) of phos- 
phate, according to more recent studies ( Crawford,” 
Schaaf and Kyle,* Kleeman ®). Inhibition of tubular 
phosphate reabsorption results in phosphaturia; urin- 
ary loss of phosphate causes a drop in serum phos- 
phate levels, and this in turn supposedly induces 
mobilization of phosphate and calcium from the bone 
depots, with consequent hypercalcemia and hypercal- 
ciuria. Ordinarily, the serum ionized calcium level 
exerts a controlling (inhibitory) action on parathyroid 
hormone secretion, thus completing the “inverse feed- 
back” mechanism. 

On the basis of this oversimplified sketch of the 
parathyroid-calcium-phosphate system, it is obvious 
that the most direct measure of parathyroid function 
would be determination of renal tubular phosphate 
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reabsorption. This is a simple procedure, if creatinine 
clearance be accepted as a clinically satisfacton 
measure of glomerular filtration rate. The studies of 
Schaaf and Kyle,* using two-to-four-hour test periods 
indicate a relatively narrow normal range (913% 
for phosphate reabsorption, with considerable depres. 
sion in cases of hyperparathyroidism and return to 
normal after removal of the hyperfunctioning tissue 
Our results in two cases confirm this finding; in the 
third case, there is some doubt as to the validity of the 
single preoperative determination in view of the ex. 
tremely low level of phosphate excretion at that 
particular time. Whether this was a transient or 
permanent feature of this case could not be deter. 
mined. It is important also to recall that intrinsic rena] 
tubular disease may affect phosphate reabsorption in 
certain instances. 

A second test, based on the relationship of parathy. 
roid hormone to calcium and phosphorus metabolism, 
is the determination of the effect of intravenous calci- 
um infusion on phosphate levels in the blood and 
urine. In the normal individual, elevation of the serum 
calcium level above a critical point shuts down para- 
thyroid hormone production; as a consequence, there 


_ should be a drop in urinary excretion of phosphate 


(best measured over a 24-hour period) and a rise in 
the serum inorganic phosphate level. On the other 
hand, in the presence of an autonomous source of 
parathyroid hormone, elevation of the serum calcium 
level should produce little or no change in urine or 
serum findings. Gordan '° notes that normal subjects 
given calcium intravenously show a level of 3.4 to 6.0 
mg. per 100 ml. of serum phosphate, whereas patients 
with parathyroid tumors showed a level of only 2.6 to 
3.2 mg. per 100 ml. Kyle, Schaaf, and Erdman ° gen- 
erally observed no rise in the serum phosphate level 
in hyperparathyroidism. Moreover, they found that the 
infusion of calcium produced a decrease in the urinary 
excretion of phosphate in normal subjects; this effect 
was variable immediately after the infusion but fairly 
consistent over a 24-hour period. 

Howard,” as well as Kyle, Schaaf, and Erdman,’ has 
noted instances where the time relationships between 
the changes in serum and urine phosphate levels were 
inconsistent with the hypothesis just mentioned. Our 
studies also show, for example, simultaneous rises in 
serum phosphate level and urinary phosphate ex- 
cretion. It has been suggested that migration of phos- 
phate from the intracellular to the extracellular fluid 
may be an important factor. In the three patients with 
proved hyperfunctioning parathyroid tissue whom 
we studied, the calcium-infusion test did not prove 
to be particularly useful. In two instances, the serum 
phosphate level rose continuously to levels in the 
range of normal, as cited by Gordan,'’ and in the 
manner one would expect of a normal individual; only 
in the third instance was a drop noted, in keeping with 
the original hypothesis, On the other hand, all three 
patients with parathyroid tumors showed an immedi- 
ately increased phosphaturia during calcium infusion. 
In view of the variable results observed by Kyle and 
co-workers, this observation is of doubtful diagnostic 
value. From our experience, therefore, intravenous 
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calcium infusion (at least as regards changes in the 
serum phosphate level) does not seem to be a clear- 
cut diagnostic test. 

The third test, deprivation of dietary phosphate,”’ 
has far more to commend it from a physiological view- 
point and may prove particularly useful in cases where 
the pattern of serum calcium and phosphate is equivo- 
cal. The normal individual, when deprived of phos- 
phate, has considerable ability to conserve phosphate 
—at least over short periods of time. On the other 
hand, in an individual with hyperparathyroidism this 
conservation mechanism cannot function and phos- 
phate loss continues. This was illustrated by the pa- 
tient in case 2, in whom phosphate deprivation re- 
sulted in a precipitous drop to subnormal serum 
phosphate levels. Subsequent to removal of the para- 
thyroid tumor, a similar test failed to show a depres- 
sion in the serum phosphate level. It is interesting to 
note, however, that a rise in the serum calcium level 
occurred in both the preoperative and postoperative 
studies, indicating again that the relationship between 
calcium and phosphate is probably extremely complex. 


Surgical Technique 


Parathyroid Surgery.—Advances in parathyroid sur- 
gery date from the time of early studies by Churchill '* 
and Cope,'* who correlated the location of aberrant 
parathyroid tissue with the development of the second 
and third branchia! clefts in the embryo, Churchill 
further states that aberrant parathyroid tissue and 
therefore parathyroid tumors may be found anywhere 
within the confines of the tubular visceral compart- 
ment of the neck, bounded in front by the deep layer 
of the cervical fascia and behind by the prevertebral 
fascia. Rienhoff'* has shown diagrammatically that 
parathyroid tumors may occur in the anterior medias- 
tinum as far down as the level of the diaphragm. It is 
understandable then that parathyroid tumors have 
been reported between the trachea and esophagus and 
between the esophagus and vertebral body. It there- 
fore becomes imperative to expose these areas for 
visual investigaticn. 

Still another subtle location in which parathyroid 
tumors may be found is within the substance of the 
thyroid gland '*; here the problem is exceedingly 
difficult, inasmuch as the consistency of the parathy- 
roid and thyroid glands is such that palpation will not 
help differentiate the two, and if the lesion is small 
there will be no appreciable mass. Further, the tumor 
may be enveloped to varying degrees, making identi- 
fication by means of color differences unhelpful. Since 
development of the parathyroid glands is intimately 
connected embryologically with development of the 
thymus gland, it is not surprising that tumors of the 
parathyroid are often found closely associated with 
or within thymic tissue. Lastly, parathyroid tissue has 
been reported within the pericardium. Thus, in a 
given patient one may have to explore the neck and 
mediastinum from the level of the hyoid bone above 
to the pericardium below. In the upper part of the op- 
erative site, the carotid sheath forms the posterolateral 
boundary of the zone of exploration; in the mediastin- 
um the phrenic nerve and lung root serve as guide. 
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In preparation for parathyroid exploration, it is help- 
ful for the occasional operator (and in this rare dis- 
ease, nearly everyone is an occasional operator ) to dis- 
sect some normal parathyroid glands. For this purpose, 
one has only to obtain the neck viscera at autopsy, 
excised en bloc; the parathyroid dissection can then be 
done at leisure and under favorable circumstances as 
regards such factors as illumination, The normal para- 
thyroid gland has a distinct brown tinge, which, in a 
bloodless field, is readily apparent. Indeed, it is this 
color that is the most valuable of distinguishing char- 
acteristics. It is also helpful to employ a magnifying 
optical loupe; this serves to narrow the field of vision 
and also to magnify and intensify the color difference 
between parathyroid and other tissve. 

A collar incision is made as for thyroidectomy and 
is carried through all strata down to the ribbon 
muscles; here the muscles are routinely divided, care 
being taken to contro] bleeding. since. from this point 
onward, the field must remain dry and unstained with 
blood if one is to distinguish the color of parathyroid 
tissue. Usually, the anterior part of the right lobe is first 
checked; then the lobe is freed from its bed and gent- 
ly turned forward; this permits one to palpate the 
substance of the gland and to inspect its surface for 
minute points of brown color that might lead to the 
discovery of intrathyroid parathyroid tissue. The struc- 
tures in the vicinity of the inferior thyroid artery and 
the lower thyroid pole are next carefully dissected; 
here one must remove fatty tissue to bring into clear 
relief the anatomic structures, including the recurrent 
laryngeal nerve, not only for protection of the struc- 
tures but in order to be sure that no tumor is over- 
looked within the substance of the fatty tissue. It 
should be emphasized that tumors may be very small 
and therefore readily overlooked. 

The region of the superior pole is next investigated; 
the superior thyroid artery is isolated, and again the 
same caution is observed in regard to hemostasis. The 
tissue about the upper pole must be carefully exam- 
ined on both its anterolateral and posteromedial sur- 
faces adjacent to the thyroid cartilage and trachea. 
The same procedure is then carried out on the opposite 
side. If no tumor has yet been found, both the retro- 
tracheal and retroesophageal spaces are carefully in- 
vestigated bilaterally, as are the carotid sheaths on 
both sides from the level of the origin of the superior 
thyroid artery above to the thoracic inlet; all fatty tis- 
sue removed during the course of the dissection is care- 
fully preserved for study. Small lymph nodes may at 
times prove confusing. In contrast to these structures, 
which are usually rather firm, parathyroid adenomas 
are fragile and tend to develop subcapsular hemor- 
rhages on manipulation, This was observed in both in- 
stances where the tumor was recognized grossly. To 
this point, the cervical viscera have been carefully iso- 
lated and denuded from the level of the thyroid carti- 
lage down to the suprasternal notch. 

Mediastinal Exploration.—There is some difference 
of opinion regarding the timing of the mediastinal 
exploration in cases in which no lesion has been found 
in the neck. Black '* has advocated that, since minute 
adenomas may have been removed without the sur- 
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geon’s appreciation of the fact and since the patient 
may thus have been cured, the operation should be ter- 
minated and a matter of months be allowed to pass 
before further exploration is carried out. It is his 
opinion that 98% of all lesions occur in the neck and 
can be treated through the cervical route alone. Others 
have advocated that the mediastinal exploration be car- 
ried out at the same procedure, feeling that the patient 
may thereby be spared the ordeal of two separate op- 
erations and may be cured earlier—if, indeed, cure is 
possible. 

It has been our policy to proceed at once with 
mediastinal exploration in the event the patient’s con- 
dition is satisfactory and the circumstances are fa- 
vorable. It is important to advise the patient in advance 
about this possibility, for the patient will then not be 
frightened by the magnitude of the postoperative 
dressing nor by the presence of intrapleural catheters. 

A median sagittal incision is added to the collar in- 
cision above; it extends down to the level of the third 
interspace. The soft tissues are divided down to the 
sternum. In some instances, a short transverse incision, 
extending out to the interspace on either side, is added 
at the lower end of the vertical incision. The Lebsche 
knife is then employed to divided the sternum in the 
midline to the level of the third interspace. The ster- 
num is then divided transversely at the lower end of 
the vertical division. The two halves of the sternum 
are readily separable by means of the standard Fino- 
chietto retractor. The entire anterior mediastinum is 
thereby brought into view from the base of the heart 
upward. Preliminary inspection may reveal the offend- 
ing adenoma; if not, the thymic fat pad or so-called 
thyrothymic omentum should be carefully removed for 
study; it is within the substance of this thymic fat pad 
that adenomas, unseen by the surgeon at the time 
of operation, have been encountered. Further explora- 
tion is carried out to expose the innominate veins, the 
trachea, the aortic arch and its branches, the root of 
each lung, and the base of the heart. The phrenic 
nerve has arbitrarily been suggested as the point to 
which the posterior limit of dissection extends in this 
lower part of the anatomic field. Because of the case 
reported by Clagett,’’ it seems worthwhile, if no tumor 
has been found, to open the pericardium for inspection 
of its interior. Again, it is advisable to emphasize that, 
in the mediastinal dissection, care must be taken in the 
upper part of the field to avoid injury to the recurrent 
laryngeal nerve. All tissue removed is carefully studied 
for the presence of parathyroid tissue. 

Wound reconstruction is anatomic, and various 
techniques have been employed in reapproximation of 
the sternum; we have found it satisfactory to employ 
heavy encircling ligatures of absorbable surgical su- 
ture. The soft tissue components of the neck wound 
are reconstructed anatomically. Drains, if employed, 
are removed in the very early postoperative period. 
A standard dressing is employed without pressure. If 
the pleural space has been violated on either side, a 
pleural catheter is inserted for water-seal drainage. 


J.A.M.A., July 6, 1957 


Summary 

Classic as well as newer metabolic diagnostic tests 
were employed in three patients with hyperparathy. 
roidism who presented unusual diagnostic and surgical 
features. Determination of renal phosphate reabsorp. 
tion as well as the phosphate-deprivation test may be 
of considerable value, but the calcium-infusion test 
may be misleading, The surgical approach should in- 
volve, first, thorough investigation of all areas in the 
neck where parathyroid tumors might be found; then, 
if no such tumors are seen, the mediastinum should be 
explored at the same operation, if possible. The dis- 
section should be carried out in a bloodless field, so 
that parathyroid tissue can be identified by its char- 
acteristic brown color. 


Addendum 


Since this report was prepared, two additional cases 
have been observed in which the percentage of tubular 
reabsorption of phosphate appeared to be in error. The 
first instance was that of a man complaining of weak- 
ness, weight loss, and bone pain but with no urinary 
tract symptoms. Multiple cystic lesions and other bone 
changes were typical of hyperparathyroidism. At a 
time when the level of serum calcium was 14.6 mg. per 
100 ml. and of serum inorganic phosphate 2.45 mg. per 
100 ml., the creatinine clearance 113 ml. per minute, 
and the urine excretion rate 1.89 ml. per minute, the 
tubular reabsorption of phosphate was found to be 
88.5%. While we were performing a phosphate-depriva- 
tion test, the patient moved to a nearby town, where 
further tests were performed, and a value for tubular 
reabsorption of phosphate was said to have been “com- 
patible with hyperparathyroidism,” although exact 
figures were not vouchsafed. A parathyroid adenoma 
was tound at operation. 

The second instance was that of a man complaining 
of progressive weakness, weight loss, irritability, and 
urinary frequency without nephrolithiasis. Extensive 
studies, including skeletal x-rays and muscle biopsy, 
were not helpful. He revealed a diminished glucose 
tolerance, with a hypoglycemic dip at four hours and 
episodes of spontaneous glycosuria. Serum calcium 
values remained between 9.6 and 10.7 mg. per 100 ml. 
on many determinations and the serum inorganic phos- 
phate level ranged from 3.3 to 3.7 mg. per 100 ml. He 
excreted 133 to 153 mg. of calcium per day on a low- 
calcium diet, and the phosphorus-deprivation test did 
not affect serum calcium or inorganic phosphate levels. 
His creatinine clearance was 57 ml. per minute, and 
two determinations of tubular reabsorption of phos- 
phate yielded values of 80 and 75%. The cause of the 
low creatinine clearance, low renal threshold for glu- 
cose, and diminished tubular reabsorption of phosphate 
has not been clarified. 

Since this manuscript was submitted, two profound 
and detailed investigations of hyperparathyroidism 
have appeared."* 
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EIGHT YEARS’ EXPERIENCE WITH PULMONARY BIOPSY 


Neil C. Andrews, M.D. 


Karl P. Klassen, M.D., Columbus, Ohio 


Pulmonary biopsy, described by Klassen, Anlyan, 
and Curtis in 1949,’ has proved to be a useful method 
of establishing an accurate diagnosis in patients found 
to have bilateral diffuse respiratory disease.* This pro- 
cedure, which avoids the extensive incision and mor- 
bidity associated with the standard thoracotomy, is 
technically simple and yet allows the surgeon an op- 
portunity to examine the lung and remove the biopsy 
specimen from an area involved by the disease. Only 
by this procedure does the laboratory receive an ade- 
quate amount of the organ primarily affected by the 
disease for pathological, bacteriological, and chemical 
examination. 

Diffuse pulmonary lesions can be classified as due 
to inhaled substances, infections, idiopathic diseases, 
systemic diseases, neoplasms, cardiovascular lesions,” 
or trauma.* Examples of infiltrations caused by inhaled 
substances are the various pneumoconioses, such as 
silicosis, siderosis, and berylliosis. Infections may re- 
sult from such agents as viruses, bacteria, Rickettsia, 
fungi, or protozoa. Some idiopathic lesions affecting the 
lungs are idiopathic fibrosis, diffuse interstitial 
fibrosis (Hamman-Rich disease), eosinophilic gran- 
uloma, and polycystic disease. Systemic diseases, 
such as sarcoidosis, disseminated lupus erythematosus, 
and generalized sclerosis (scleroderma), may produce 
a diffuse infiltration of the lung. Primary pulmonary 


From the Division of Thoracic Surgery, Department of Sur- 
gery, the Ohio State University Health Center. 


¢ Pulmonary biopsy is carried out under general 
anesthesia through an incision in the anterior 
third or fourth intercostal space. While the anesthe- 
tist applies positive pressure, the lung is grasped 
with a noncrushing clamp and advanced into the in- 
cision for the removal of the needed tissue specimen. 
It is suitable for the diagnosis of diffuse pulmonary 
conditions, such as those produced by systemic dis- 
ease, in which a small specimen can be expected to 
reflect the state of the lung as a whole. It has been 
done in 118 patients. Complications followed in 14 
cases, but have been less frequent in the more recent 
cases. The data have been valuable in either confirm- 
ing or disproving the initial diagnosis and so deter- 
mining the course of treatment. The initial diagnosis 
of pneumoconiosis, for example, was confirmed in 
only 10 of 23 patients; the true diagnosis proved to 
be carcinoma in 2 patients, sarcoidosis in 4, and non- 
specific infection or fibrosis in 7. Similar data on the 
accuracy of other initial diagnoses showed that in 
many cases the data supplied by a pulmonary biopsy 
enables the patient to avoid prolonged and costly 
hospitalization. 


neoplasms rarely produce a diffuse infiltration; but 
multiple metastases to the lung from such tissues as 
the thyroid and breast are common. Cardiovascular 
lesions such as may occur with cardiac failure or mul- 
tiple infarcts and the hemorrhagic infiltration from 
compressive trauma have not required pulmonary bi- 
opsy to establish the diagnosis. 
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Investigation of the patient with undiagnosed pul- 
monary pathology, particularly of the diffuse bilateral 
type, must include the careful compilation of a history 
stressing the patient’s possible exposure over a pro- 
longed period of time to such noxious agents as silica, 
iron dust, or beryllium. Knowledge of the patient’s 
residence in an area in which histoplasmosis, coccidio- 
idomycosis, or other such diseases are endemic, of the 
patient’s contact with tuberculosis, of his having re- 
peated attacks of pneumonia, bronchitis, or other types 
of chronic pulmonary disease, or of his having been 
treated for a malignant condition may suggest the 
cause of the diffuse lesion. 

A physical examination during which a careful study 
of the chest has been made may reveal enlargement of 
the liver, spleen, or lymph nodes, evidence of systemic 


Fig. 1.—Steps in pulmonary biopsy. Biopsy is performed 
through a small thoracotomy incision without cutting the ribs. 
A wedge of tissue 3 by 3 cm. is removed, and the defect is 
closed in two layers with a running suture of chromic absorb- 
able surgical suture that has curved atraumatic needles at each 
end. 


disease, cardiac failure, thrombophlebitis, or the pres- 
ence of an unrecognized carcinoma. Laboratory proce- 
dures that may be of value are the making of a hemo- 
gram; urinalysis; sputum examinations for pyogens, 
fungi, tubercle bacilli, and abnormal cells; the making 
of x-rays of the gastrointestinal system, urinary tract, 
or bones; serologic tests; and skin tests. Bronchoscopy, 
bronchography, bone marrow study, and biopsy of 
the skin, muscles, or axillary lymph nodes have rarely 
yielded positive information. 


J.A.M.A., July 6, 1957 


Scalene lymph node biopsy, described by Daniels ° 
and Shefts and his associates * as a method of obtain- 
ing tissue specimens from patients with pulmonary 
disease, has established the diagnosis in only 8, or 32%, 
of the 25 patients with diffuse lesions investigated by 
the concomitant use of this procedure and pulmonary 
biopsy. The highest correlation of correct diagnoses 
made by prescalene lymph node biopsy with those 
made by pulmonary biopsy occurred in patients found 
to have chronic granuloma or sarcoidosis. In four, 
however, the findings in the biopsy specimen of the 
scalene lymph nodes did not accurately reflect the pul- 
monary pathology. In three patients shown to have 
sarcoidosis by pulmonary biopsy, the scalene lymph 
nodes demonstrated chronic lymphadenitis in two and 
chronic granuloma in one. In one patient proved to 
have pulmonary tuberculosis, the scalene lymph node 
biopsy was interpreted as indicating sarcoidosis. 

In many patients an accurate diagnosis can be made 
without difficulty after a history has been carefully 
taken and physical and laboratory examinations car- 
ried out. Certainly in those with acute bronchopneu- 
monia, tuberculosis with positive sputum, or cardiac 
failure or in those who have undergone trauma, the 
diagnosis is easily established. In others the cause of 
the lesion is equivocal and, in order to give an accu- 
rate prognosis or to plan treatment intelligently, a 
diagnosis more specific than diffuse pulmonary infil- 
tration is necessary. After other methods have been 
exhausted in these cases, only by tissue examination 
can the true diagnosis be established. 


Technique 


In pulmonary biopsy (fig. 1) either a right or left 
submammary incision, 8 to 10 cm. in length, is made. 
This allows entrance to the pleural space between the 
third and fourth or fourth and fifth ribs. 

The intercostal muscles are divided midway between 
the ribs, the parietal pleura is incised, and the ribs are 
spread without cutting. The lung is palpated for the 
presence of intrapulmonary nodules, and an area is 
chosen for biopsy that will include the lesion. As the 
anesthesiologist applies positive pressure, the lung is 
grasped with a noncrushing clamp and advanced into 
the incision. Two Carmalt forceps are applied to the 
edge of the lung in such a manner that a wedge of 
tissue can be excised. The defect is closed with a run- 
ning suture of size 000 chromic absorbable surgical 
suture, and the wound is closed with interrupted silk 
sutures. A 18 F. catheter is placed in the pleural space 
during closure of the incision. After instillation of 1 
Gm. of streptomycin and 300,000 units of penicillin 
and after withdrawal of all air, the catheter is removed. 
If leakage from the biopsy site of the excision is sus- 
pected, the catheter is allowed to remain in the pleural 
space and is attached to an underwater seal until the 
lung is completely expanded. 

In some patients the primary concentration of the 
infiltration is in the posterior or lateral portions of the 
lung. For these an approach has been used through 
the axilla in the interval between the pectoralis major 
and latissimus dorsi muscles. By careful dissection 
through the axilla, the third- intercostal space can be 
visualized, the intercostal muscles and parietal pleura 
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incised, and access to the lateral and posterior portions 
of the lung accomplished. Excision is accomplished in 
the usual manner. 

Inhalation anesthesia with positive pressure and 
with or without intratracheal intubation is used to 
prevent collapse of the lung during the procedure. 
An endotracheal tube is used at the discretion of 
the anesthesiologist and has been used in about one- 
half of the patients in this study. 


Complications and Deaths 


During the past eight years 119 pulmonary biopsies 
have been performed in 118 patients. There were com- 
plications in 14 cases. Pneumothorax occurred in five 
patients, in four of whom suction was required to 
expand the lung. Subcutaneous emphysema without 
pneumothorax occurred in one patient, and it required 
no treatment. Incisional hematomas occurred in two 
patients; the condition responded to pressure in one 
and to ligation of the intercostal artery in the other 
patient. Three patients developed hemothorax; all re- 
quired thoracentesis to remove the blood. Atelectasis 
occurred in one patient and intercostal neuralgia in 
two. During the past three years 50 biopsies have been 
done, with complications in two cases. Both were 
pneumothoraces that were easily controlled by appli- 
cation of suction through an intrapleural catheter. 

Four patients died 2 to 16 days after pulmonary 
biopsy. All were proved by biopsy to have malignant 
disease, and in only one was the presence of malig- 
nancy suspected prior to the performance of the biop- 
sy. Each patient was considered by his physician to 
be in critical or terminal condition at the time of the 
procedure, but biopsy was recommended in an attempt 
to establish an accurate diagnosis so that proper thera- 


Taste 1.--Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Inhaled Substances 


Case Age, Occupational 

No. Sex Yr. Exposure Biopsy Diagnosis 

30 M 65 Molder, 20 yr. ] 

69 F 44 Pottery, 14 yr. 
Silicosis 

sO F 40 Tale, 10 yr. 

107 M 52 Pottery, 30 yr. 

4 M 55 Grinder, 35 yr. Siderosis 

74 M 52 Molder, 10 yr. Silicotuberculosis 

os) M 57 Molder, 27 yr. Mixed pneumoconiosis and 
healed miliary tuberculosis 

3 F 25 Sealer, 2 yr. 

22 M 39 Grinder, 6 mo. Berylliosis 

36 M 36 Chemist, 3 yr. 

68 F 27 None Lipid pneumonia 


py might be instituted. One patient whose condition 
had been diagnosed clinically as cor pulmonale had 
been hospitalized for one month. The patient had 
responded only slightly to extensive treatment, and 
biopsy was requested. This demonstrated primary 
squamous cell carcinoma of the lung and pulmonary 
edema. Death occurred four days after the pulmonary 
biopsy. Postmortem examination revealed carcinoma 
of the lung, arteriosclerotic heart disease, chronic 
pneumonitis, and an infarct of the pituitary gland. 
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Another patient with persistent infiltration died 16 
days after pulmonary biopsy, which showed a poorly 
differentiated squamous cell carcinoma. Autopsy dis- 
closed bronchogenic carcinoma with metastases to the 
regional lymph nodes, both adrenal glands, the liver, 
and the pancreas. The third patient had a_pig- 
mented mole removed from his arm one vear before 
hospitalization, and, by pulmonary biopsy, he was 
found to have a metastatic melanoma. He died 15 days 


Fig. 2.—A, roentgenogram showing diffuse infiltration bilater- 
ally in woman who was a pottery worker for 14 years (case 69), 
B, photomicrograph in same case, showing silicotic nodule with 
surrounding phagocytic activity. Diagnosis was silicosis. 


postoperatively while receiving therapy with intra- 
venously given sterile mechlorethamine hydrochloride 
(nitrogen mustard ). Postmortem examination showed 
metastases to the heart, lung, liver, pancreas, small 
intestine, bladder, thyroid, and brain. The fourth pa- 
tient, whose condition had been diagnosed clinically 
as moniliasis, died two days after pulmonary biopsy. 
Biopsy showed a metastatic squamous cell carcinoma 
in the lung; this was secondary to a carcinoma of 
the cervix. Postmortem examination was not obtained. 
No deaths have occurred after biopsy in the last 50 
cases. 
Results 


Inhaled Substances.—Twenty-three of the patients 
admitted to the hospital for pulmonary biopsy were 
suspected preoperatively to have pneumoconiosis. Ten 
were proved to have such a lesion. Four of the 10 were 
found to have silicosis, one mixed pneumoconiosis, one 
silicotuberculosis, one siderosis, and three berylliosis. 
The four patients shown to have silicosis (table 1) had 
worked in dusty occupations for a sufficient time to 
develop silicosis. These individuals complained of 
cough, sputum production, exertional dyspnea, and 
chest pain. One had noted several episodes of hemop- 
tysis. The diagnosis was accomplished by finding sili- 
cotic nodules in the biopsy specimen (fig. 2). 

The conditions of two patients admitted for pulmo- 
nary biopsy had been diagnosed clinically as silicosis, 
and they were applying for compensation. A 55-year- 
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old male (fig. 3) had worked as a grinder of castings 
for 35 years. A diagnosis of silicosis had been made, 
based upon his symptoms of dyspnea, hemoptysis, chest 
pain, and weight loss and on typical roentgenographic 
findings. Examination of the biopsy specimen demon- 
strated siderosis. Another patient, who was asympto- 
matic, gave a history of working as a molder for 27 


Fig. 3.—A, roentgenogram showing linear and nodular infiltra- 
tion bilaterally in man who was a grinder for 35 years (case 
92). B, photomicrograph in same case, showing accumulation of 
opaque material without the presence of fibrosis. Diagnosis was 
siderosis. 


years and as a grinder for 3 years. Miliary tuberculosis 
had been diagnosed and treated three years before his 
admission. Histologically, the biopsy specimen revealed 
healed miliary tuberculosis and mixed pneumoconiosis. 

Three patients, shown by biopsy to have berylliosis, 
gave a history of exposure to beryllium. A 25-year-old 
woman had been a scaler of fluorescent lamps for three 


TABLE 2.—Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Specific Infections 


Case Age, Biopsy 
No. Sex Yr. Suspected Diagnosis Diagnosis 
29 M 38 Pulmonary fibrosis ) 

46 M 60 Unknowa 

66 M 60 Pulmonary tuberculosis 

70 M 55 Silicotuberculosis Pulmonary 
81 F 31 Pulmonary disease, undiagnosed t¥berculosis 
94 F 62. Carcinoma 

113 F 45 Undiagnosed 

118 M 78  Lymphatie leukemia J 
11 F 45 Sarcoidosis 
S4 M 36 Virus pneumonia Aspergillosis 
89 F 39 Histoplasmosis Histoplasmosis 


years. She had noted severe dyspnea, orthopnea, and a 
30-Ib. (14 kg.) weight loss. Chemical analysis of the 
removed pulmonary tissue demonstrated beryllium. 
A 36-year-old research chemist (fig. 4) who worked 
with beryllium developed a mild upper respiratory in- 
fection that was followed by dyspnea and a productive 
cough. During the next year he lost 23 Ib. (10 kg.). 
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The pulmonary tissue, upon chemical analysis, was 
found to contain 87 mcg. of beryllium per 100 Gm. of 
tissue. The third patient, a 39-year-old metal worker, 
had done dry grinding of beryllium, and he had not 
used a mask. Five months after beginning the work, he 
noted: the onset of dyspnea and was advised to change 
jobs. At his new job he ground thorium for a short 
period of time. When examined, the patient had severe 
exertional dyspnea. Biopsy findings were compatible 
with berylliosis, and chemical analysis established the 


presence of this metal. 


In the patients discussed above, the presence of defi- 
nite pneumoconiosis was established by pulmonary 
biopsy. In 13 patients who were admitted with a tenta- 
tive diagnosis of pneumoconiosis, pulmonary biopsy 
proved that the lesion was caused by some other con- 


dition. 
Two patients were found- to have carcinoma. A 
64-year-old woman, who was a pottery worker, noted 


the onset of cough and weight loss. Histological ex- 


amination of the pulmonary biopsy specimen showed 
a papillary adenocarcinoma of the thyroid, metas- 


Fig. 4.—A, roentgenogram showing diffuse bilateral infiltra- 
tion in research chemist (case 36). B, photomicrograph in same 
case, showing chronic granulomatous reaction. Presence of beryl- 
lium was demonstrated chemically, and a diagnosis of beryl- 
liosis was made. 


tatic to the lung. A 47-year-old man did not have a 
history of extensive exposure to dust, although a pre- 
admission diagnosis of pneumoconiosis had_ been 
made. Examination of the biopsy specimen demon- 
strated a mucinous carcinoma that had metastatized 
from the stomach. 

Four patients suspected of having pneumoconiosis 
were found to have sarcoidosis. Only two of the four 
gave a history of adequate occupational exposure. One 
patient had been a coal miner for eight years; the other 
had been a molder and foumdry worker for six years. 

Nonspecific infection or fibrosis was found after pul- 
monary biopsy in seven cases in which a clinical diag- 
nosis of silicosis had been made or suspected. A pottery 
glazeman, a spray painter who used a lacquer and 
filler containing amorphous silica, and a foundry mold- 
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er were proved to have chronic granuloma without 
evidence of silicosis. In one patient who had been a 
glass worker for 25 years, the presence of bilateral 
nodular pulmonary infiltration associated with “egg- 
shell” calcification of the hilar lymph nodes was re- 
vealed on x-ray examination. Examination of the bi- 
opsy specimen revealed the condition to be chronic 


Sorganizing pneumonia with fibrosis. A 48-year-old 


woman who had been employed as a pottery worker 
for eight years was suspected of having silicotubercu- 


llosis. Results of skin tests were negative, helping to 


substantiate the diagnosis of chronic pneumonia that 
had been made on the basis of biopsy. Two patients, 
one a cement worker for 32 years and the other a 
foundry worker for 8 years, were found by biopsy to 
have nonspecific pulmonary fibrosis. 

One patient who did not have pneumoconiosis had 
an infiltration of the lung resulting from the use of oily 
nose drops. This woman had symptoms of cough, inter- 
mittent chest pain, and occasional fever. Pulmonary 
biopsy showed lipid pneumonia. 

Infection.—Thirty-nine of the 118 patients in whom 
biopsy had been performed were found to have a pul- 


Smonary lesion that could be classified as caused by 


infection. Eleven had specific infections, eight of which 
were described as pulmonary tuberculosis, one as a 
healed Ghon tubercle, one as histoplasmosis, and one 
as aspergillosis. 

These patients with specific infections (table 2) 
ranged in age from 31 to 78 years. Cough was a prom- 
inent symptom in 10, sputum production in 9, chest 


[A A 


Fig. 5.—A, roentgenogram showing nodular infiltration bilat- 
erally in housewife (case 89). B, photomicrograph in same case, 
showing granuloma with giant cells and necrosis. Diagnosis was 
histoplasmosis. 


pain in 4, chills and fever in 3, hemoptysis in 2, and 
weight loss in 2. One patient with tuberculosis was 
asymptomatic. The duration of symptoms prior to ad- 
mission varied between two months and three years. 
Sputum examinations were done on all patients but 
did not reveal the causative organisms. 
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One of these patients, a 31-year-old housewife, was 
suspected of having pulmonary tuberculosis. Multiple 
studies had been carried out in the four years prior 
to admission without a positive diagnosis having been 
reached. The results of past sputum examinations, tu- 
berculin skin tests, and histoplasmin skin tests had 
been repeatedly negative. Biopsy was performed, and 
tubercle bacilli were cultured from the pulmonary 
tissue. 


TaBLe 3.—Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Nonspecific Infection 


Case Age, Biopsy 
No. Sex Yr. Suspected Diagnosis Diagnosis 
25 M 33. Pulmonary fibrosis 
21 M 68 Pulmonary fibrosis ) 

43 F 54 Chronie pneumonitis 
>Bronchiectasis 
49 M 60 Bronchial asthma 
58 M 62 Emphysema J 
4 F 48 Silicotuberculosis 
9 M 43 Silicosis 
31 F 37 Pneumonia 
37 F 51 Tuberculosis 

42 F 50 = Healed pulmonary tuberculosis | 

52 F 44. Pulmonary infiltration Chronie 

> interstitial 
67 F 31 Atypical pneumonia | pneumonia 
72 56 Tuberculosis 
75 M =Pneumonia 
99 M 68 Sarcoidosis 

104 M 61 ~Psittacosis 
105 M 49 Tuberculosis J 
17 M 42 Silicosis 

28 M 53 Pulmonary fibrosis 
32 F 25. Bronchial asthma 
41 M 26 Histoplasmosis 
61 M 17. Sareoidosis 

Chronic 
83 F 48 Silicosis >eranuloma 

90 M 44 Bronchopneumonia 
93 M 47. - Tuberculosis 
M 58 Silicosis 
110 F 35 Tuberculosis 
117 M 57 Metastatic carcinoma J 


A 39-year-old housewife (fig. 5) complained of daily 
elevation of temperature for one year. This was asso- 
ciated with dyspnea, chronic productive cough, he- 
moptysis, and a 30-lb. weight loss during the six 
months prior to admission. Roentgenograms showed 
the presence a diffuse miliary lesion. A nodule in the 
thyroid gland was excised, and papillary adenocarci- 
noma was found. Pulmonary biopsy was performed 
and showed histoplasmosis. Histoplasmin skin test, 
complement-fixation tests, and collodion agglutination 
tests were positive. 

The case of one patient, found from the biopsy 
specimen to have a well-healed Ghon tubercle, illus- 
trates the need for careful examination of the pulmo- 
nary tissue before the area from which the specimen 
is to be taken is selected. This patient had a diffuse 
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lesion, suspected to be sarcoidosis, that was not in- 
cluded in the biopsy specimen. The area chosen was 
limited to the more obvious tubercle. 

Of the 28 patients with nonspecific infections (table 
' 3), 4 had bronchiectasis, one chronic bronchitis, 12 
chronic interstitial pneumonia, and 11 chronic granu- 
loma. Cough, sputum production, fatigue, and slight 


TABLE 4,—Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Idiopathic Disease 


Case Age, Biopsy 
No. Sex ae Suspected Diagnosis Diagnosis 

7 M 45  Chronie bronchitis 

16 F 35 Pulmonary fibrosis 

27 F 43. Pulmonary infection 

47 M 60 Pulmonary infection 

60 M 43 Tuberculosis Pulmonary 

r fibrosis 

62 M 31 Tuberculosis 

65 M 67 Tubereulosis 

77 M 68 Silicosis 

86 F 52 Tuberculosis 

91 M 49 Pneumoconiosis 

71 F 48 Tuberculosis 
101 F Sarcoidosis 
106 F 49 Tubereulosis 


to severe exertional dyspnea were almost universal 
symptoms. Night sweats were experienced by two 
patients with chronic pneumonia, and by one with 
chronic granuloma. Four patients with chronic granu- 
loma had hemoptysis. The duration of symptoms, which 
varied between four months and 17 years, did not 


Fig. 6.—A, roentgenogram showing nodular and linear infil- 
tration of both lungs of a nurse (case 101). B, photomicrograph 
in same case, showing diffuse inflammatory infiltration with nu- 
merous eosinophils and minimal fibrosis, Diagnosis was eosino- 
philic granuloma. 


appear to affect the severity of the symptoms. Physical 
examination and laboratory studies were of little value 
in investigating the conditions of these patients. Five 
patients had been confined to sanatoriums from one 


PULMONARY BIOPSY—ANDREWS AND KLASSEN 


J.A.M.A., July 6, 1957 


to six months and had been discharged after negg. 
tive skin tests and sputum examinations, but not 
before several had received chemotherapy for tuber. 
culosis. 

One patient, reported to have a chronic granuloma, 
was subsequently found to have a specific infection, 
He was a 26-year-old male admitted with a one-year 
history of fatigue, weight loss, recurrent chills and 
fever, productive cough, and bilateral chest pain. Two 
episodes of hemoptysis had occurred four months prior 
to admission. Physical examination showed moderate 
dulness of the chest and decreased breath sounds over 
both apexes. The results of routine laboratory tests 
were negative. The tuberculin and the histoplasmin 
skin tests were positive. Agglutination tests were nega- 
tive. Although the preoperative impression was that 
histoplasmosis was present, the biopsy tissue showed a 
chronic granuloma in which. no organisms could be 


TABLE 5.—Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Sarcoidosis 


Case No. Sex Age, Yr. Suspected Diagnosis 

2 F 34 Sarcoidosis 
6 M 28 Tuberculosis 

10 F 62 Tuberculosis 

12 F 41 Sarcoidosis 

13 F 19 Tuberculosis 

14 M 13 Sarcoidosis 

15 M 26 Sarcoidosis 

19 M 29 Sarcoidosis 

20 F 27 Pulmonary infiltration 
24 M 34 Pneumoconiosis 

85 M 65 Unknown 

40 M 7 Tuberculosis 

48 F 28 Sarcoidosis 

51 M 66 Malignancy 

53 F 52 Sarcoidosis 

64 M 82 Sarcoidosis 

73 M 43 Pneumoconiosis 

76 F 43 Pulmonary fibrosis 

7 F 55 Sarcoidosis 

87 M 27 Berylliosis 

97 F 65 Pulmonary infiltration 

108 M 30 Nodular infiltration 

111 F 37 Sarcoidosis 

112 F 59 Tuberculosis 

114 F 30 Tuberculosis 

115 M 36 Chronie bronchitis 

116 M 49 Silicosis 


demonstrated. Six months after the biopsy, Histoplas- 
ma capsulatum were cultured from his sputum, estab- 
lishing the diagnosis of histoplasmosis. 


Idiopathic Disease.—Pulmonary fibrosis (table 4) 
was found in 10 patients subjected to pulmonary bi- 
opsy. The ages of these patients ranged between 31 
and 68 years. There were seven men in the group. 
These 10 patients complained of varying degrees of 
cough, sputum production, and exertional dyspnea. 
Three had experienced one or more episodes of he- 
moptysis. Several were suspected to have pulmonary 
tuberculosis, and three had been confined in sanato- 
riums. Two had worked at occupations that suggested 
the possibility of pneumoconiosis. 

In only one of these patients was the pulmonary 
fibrosis found to result from a specific condition. This 
patient, a 43-year-old woman, had a five-week history 
of chest pain, cough, sputum production, and hemop- 
tysis after an upper respiratory infection. After she 
had been intensively examined for five weeks in the 
hospital, a pulmonary biopsy was performed and 
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showed the presence of chronic interstitial fibrosis. 
The final diagnosis of disseminated lupus erythemato- 
sus was established by a bone marrow biopsy. 

Two patients were found to have an eosinophilic 
infiltration of the lung. One, a 38-year-old nurse (fig. 
6), gave a nine-month history of a nonproductive 
cough not associated with peripheral eosinophilia. 
Biopsy demonstrated an eosinophilic granuloma of the 
lung. No bone lesion could be discovered. The second 
patient, a 49-year-old housewife, was known to have 
had asthma for many years and had been treated for 
tuberculosis during the two years prior to admission. 
She had symptoms of a productive cough and malaise 
and had lost 12 Ib. (5 kg.). Eosinophilia was found on 
two of three hemograms. Examination of the biopsy 
specimen showed eosinophilic infiltration of the lung 
that was compatible with Léffler’s syndrome. Four 
weeks after biopsy, a roentgenogram showed definite 
clearing. Polycystic disease of the lung (fig. 7) was 
found in one patient who had had severe symptoms of 
productive cough and exertional dyspnea and repeated 
attacks of pneumonia for eight years. 

Systemic Diseases.—Of the various systemic diseases 
that might affect the lung, sarcoidosis was the only 
one in which a definite pathological diagnosis could 
be established (table 5). As has been stated, in the 
patient in this series with disseminated lupus erythe- 
matosus, biopsy demonstrated only the presence of 
pulmonary fibrosis. The conditions of 27 patients were 
diagnosed as sarcoidosis. (A roentgenogram and a 
photomicrograph from a patient with sarcoidosis are 


A 
Fig. 7.-A, roentgenogram showing bilateral infiltration with 
multiple small cystic areas in housewife (case 71). B, photo- 
micrograph in same case, showing tissue with smooth muscle 
strands between adjacent cysts with varying types of epithelium. 
Diagnosis was polycystic disease. 


shown in fig. 8.) The age range in this group was 13 
to 66 years. There were 14 men, and six patients were 
asymptomatic. The most common symptom was cough, 
which occurred in 16 patients. Sputum production was 
Present in 14 patients, dyspnea in 6, weight loss in 7, 
chest pain in 2, hemoptysis in 2, and night sweats in 
one. In approximately one-third of these patients, the 
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preoperative diagnosis was sarcoidosis. In the other 
patients, the suspected diagnoses were pulmonary tu- 
berculosis, malignancy, pneumoconiosis, or undiag- 
nosed pulmonary infiltration. Total protein and albu- 
min-globulin determinations were made in 16 patients. 
In seven, the total protein level was within normal 
limits and the albumin-globulin ratio was normal. 
Nine had an elevation of the total protein level, but 
only two had a reversal of the albumin-globulin ratio. 


Fig. 8.—A, roentgenogram showing diffuse lesion without hilar 
adenopathy in school cook (case 112) who had been confined 
to a sanitorium and treated for tuberculosis despite negative 
tuberculin skin test and sputum examination, B, photomicro- 
graph in same case, showing confluent granulomas without 
caseation. Diagnosis was sarcoidosis. 


The Nickerson-Kveim test was not used in these pa- 
tients, inasmuch as our previous experience with this 
test had been disappointing. 

Three patients had positive skin tests for tuberculo- 
sis. One, a 37-year-old male, was asymptomatic at the 
time of admission to the hospital. A roentgenogram 
taken 18 months before hospitalization was interpreted 
as showing tuberculosis, and the patient was admitted 
to a sanatorium. A tuberculin skin test was positive, 
but all sputum examinations were negative. Crushing 
of the left phrenic nerve was performed, and chemo- 
therapy for tuberculosis was instituted. Six months 
after discharge from the sanatorium, he was admitted 
to the hospital for diagnosis. The total protein level 
was 7.9 Gm. per 100 cc., with albumin 4.23 and glob- 
ulin 3.06 Gm. All sputum examinations and gastric 
cultures were negative. A right axillary lymph node 
biopsy was found to show reticulum cell hyperplasia, 
and a pulmonary biopsy specimen, examined histologi- 
cally, demonstrated sarcoidosis. Three and a half years 
later, after having received cortisone acetate therapy 
for a productive cough and slight dyspnea, this patient 
was found to have miliary tuberculosis. The patient 
has responded gradually to chemotherapy. 

A 66-year-old male had worked as a cement finisher 
for 10 years. Three months prior to admission, he 
noticed the onset of fatigue, exertional dyspnea, occa- 
sional cough, and a weight loss of 25 Ib. (11 kg.). The 
total protein level was 6.2 Gm. per 100 cc., with al- 
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bumin 3.1 and globulin 3.1 Gm. Sputum examinations 
were negative on 15 occasions, but tuberculin skin test 
was positive. Examination of the biopsy specimen re- 
vealed sarcoidosis. Five weeks after discharge, the 
patient was found to have tubercle bacilli in his spu- 
tum. A third patient, a 30-year-old shipping clerk in 
a dairy, had been followed only six months since his 
condition was diagnosed as sarcoidosis. What the 
future course of the disease will be, since a tuberculin 
test was positive, is difficult to say. 


TABLE 6.—Data on Cases in Which Pulmonary Biopsy Revealed 
Lesions due to Neoplastic Disease 


Case Age, Biopsy 
No. Sex Yr. Suspected Diagnosis Diagnosis 
1 M 63 Metastatic carcinoma Hypernephroma 
5 F 29 Carcinoma of parathyroid epee 
8 F 64 Pneumoconiosis Tia 
18 M 12 Carcinoma of thyroid onan 
23 F 79 Chronie bronchitis Sarcoma 
26 F 49 Unresolved pneumonia Adenocarcinoma 
Bronchogenic 
33 M 64 Cor pulmonale caranoms 
34 M 65 Metastatic carcinoma Hypernephroma 
38 15 Hodgkin's disease 
Bronchogenic 
39 M 54 Pulmonary infiltration eareinoma 
Carcinoma 
44 M 67 Tuberculosis of colon 
Carcinoma 
45 F 47 Metastatie carcinoma of rectum 
50 M 45 Melanoma Melanoma 
54 F 27 ~=Metastatie carcinoma Adenocarcinoma 
55 F 53 Pulmonary moniliasis 
‘ Carcinoma 
56 F 34 +Tuberculosis of breast 
Embryonal 
57 M 83 Tuberculosis carcinoma 
Carcinoma 
59 F 66 Metastatic carcinoma of colon 
Carcinoma 
63 40 Metastatic carcinoma of cervix 
Bronchogenic 
79 M 63 Pneumonia earelnoma 
Chorio- 
82 M 30 Metastatic carcinoma eavelnome 
Carcinoma 
88 M 47 Pneumoconiosis of stéinach 
Carcinoma 
95 F 46 Metastatic carcinoma of breast 
96 M 37 Pulmonary metastases Fibrosarcoma 
Carcinoma 
100 F 44 Metastatic carcinoma of bebast 
102 F 49 Pulmonary infiltration Adenocarcinoma 
108 M 77 Pneumonia Carcinoma 
of colon 
Alveolar cell 
109 M 52 Pulmonary infiltration carcinoma 


of lung 


Neoplastic Lesions._Twenty-eight of the 118 pa- 
tients were found to have either primary or metastatic 
malignancy of the lung (table 6). In the group there 
were 15 men and 13 women between the ages of 12 
and 79 years. The most significant symptoms were 
cough, sputum production, and chest pain. Less than 
half of these patients had noted weight loss. Hemop- 
tysis had occurred in four patients who were found to 
have metastatic carcinoma. 

Four instances were found of primary malignancy of 
the lung. Three were poorly differentiated carcinomas 
with lymphogenous spread, and one was an alveolar 
cell carcinoma. 

Malignancy with metastasis to the lung was present 
in 24 patients. Eight patients gave a history of neo- 
plasms treated one to nine and a half years before the 
development of their pulmonary symptoms. Two pa- 
tients had undergone abdominoperineal resections for 
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rectal lesions two and four years previously. Two 
patients reported that radical mastectomies had been 
performed two and nine and a half years earlier. One 
patient disclosed a history of a carcinoma of the cervix 
treated two years earlier and one cancer of the colon 
two and a half years before. In two patients an un- 
known lesion had been removed from the arm one 
year and three years previously. 

Among those in whom there was no history of previ- 
ous malignancy were one patient who was found to 
have metastatic carcinoma from the breast and three 
who were found to have carcinoma originating in the 
thyroid gland. (An example of metastatic carcinoma 
from the thyroid is shown in figure 9.) One of the 
patients with carcinoma originating in the thyroid, a 
boy aged 12, was subjected to two biopsies; one speci- 
men was taken from the right lung for diagnosis and 
one 18 months later from the left lung to determine 
the effectiveness of radioactive-iodine therapy on the 
metastatic lesions. 

While it is not uncommon to find carcinoma of the 
thyroid or breast producing multiple diffuse metastatic 
lesions in the lung, this is relatively rare with other 
tumors. Yet this type of lesion was found in patients 
with neoplasms originating in the stomach, colon, rec- 
tum, cervix, and testes. The pulmonary lesion was 
metastatic sarcoma in three patients. The site of origin 
of the carcinoma could not be discovered in four pa- 
tients. One patient had a bilateral diffuse infiltration, 
resulting from Hodgkin’s disease. 


Comment 


Pulmonary biopsy has been performed in 118 pa- 
tients with diffuse infiltration of the lungs during the 
past eight years. The most common lesions were pri- 
mary or secondary malignancy, in 28 patients; sarcoid- 
osis, 27; chronic interstitial pneumonia, 12; chronic 
granuloma, 11; pulmonary fibrosis, 10; and_tuber- 
culosis, 8. Less usual lesions diagnosed by biopsy in- 
cluded aspergillosis, histoplasmosis, bronchiectasis, 
chronic bronchitis, eosinophilic granuloma, and poly- 
cystic disease. In many of these patients, the disease 
found upon examination of the biopsy specimen was 
not suspected prior to the procedure or was considered 
less likely than some other disease. The preoperative 
diagnosis was substantiated by biopsy in one-third of 
the patients. 

The detailed history obtained from a patient with 
a diffuse pulmonary lesion may readily reveal that the 
infiltration was due to occupational exposure to dust, 
contact with a known pathogen, or the presence of a 
systemic or neoplastic disease. Occasionally, the 
history may be misleading. In some of the patients 
who gave details of adequate occupational exposure, 
pulmonary biopsy revealed that the lesion was caused 
by some other disease process. Symptoms and physical 
findings also have contributed little, for too often they 
indicate only the extent of the involvement of the lung 
rather than the nature of the infiltration. Laboratory 
examinations may provide useful information, but in 
this group of patients the findings have been only mod- 
erately helpful. When these measures fail to establish 
the diagnosis or the etiology remains in doubt, pul- 
monary biopsy offers a simple method for obtaining 4 
defini‘e diagnosis. 
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Pulmonary biopsy failed to establish an accurate 
diagnosis in five patients. In two patients with a posi- 
tive tuberculin test, the lesions were considered after 
biopsy to be those of sarcoidosis. These two patients 
developed evidence of active tuberculosis, one six 
weeks after biopsy and the other three and a half years 
later. While the second patient may have had both dis- 
eases, the cases of these two patients demonstrate the 
need for a better understanding of sarcoidosis and the 
hesitancy with which this diagnosis should be made in 
patients with positive tuberculin tests. The condition 
of one patient, found at biopsy to have a chronic gran- 
uloma, had been diagnosed as histoplasmosis. The 
diagnosis was established when Histoplasma capsula- 
tum were found in his sputum six months after surgery. 
The finding of pulmonary fibrosis in a patient with 
disseminated lupus erythematosus reveals the non- 
specific nature of fibrosis as it affects the lung. The 
presence of a well-healed Ghon’s tubercle in the biop- 
sy specimen of one patient demonstrates that sufficient 
judgment had not been exercised in the selection of 
the area of biopsy, since the area containing the more 
obvious solitary lesion was chosen rather than an area 
in which the diffuse lesion was present. 

The diagnosis of chronic pneumonia, chronic granu- 
loma, and pulmonary fibrosis, rather than of a more 
specific disease, in 33 patients, is admittedly discourag- 
ing. Many of these infiltrations may represent the end- 
results of previous viral, bacterial, or fungal insults to 
the lung. While chronic granuloma and chronic pneu- 
monia may in some cases represent unrecognized 
tuberculosis or histoplasmosis, it is difficult to assume 
that thig is true in many cases, especially when skin 
tests for these two diseases are negative. Certainly the 
symptoms that these patients experience are as dis- 
abling as those of patients with tuberculosis. Some of 
these patients have shown definite improvement when 
treated with cortisone and antibiotics; others have 
shown no change. Further investigation of this group 
of diseases is needed to determine the specific etiologi- 
cal agents. 

Biopsy offers a quick and efficient method of estab- 
lishing the diagnosis, and in many cases its use can 
avoid prolonged and costly hospitalization or confine- 
ment in a sanatorium. In several of the patients in this 
series, the performance of the procedure required only 
48 hours of hospitalization. For those patients admitted 
directly to the surgical service, the average postsurgical 
hospitalization was four days, and hospital stays aver- 
aged eight days. 

Pulmonary biopsy is of definite use in establishing 
the etiology of a pulmonary infiltration, in demon- 
strating the presence of a compensable disease in 
patients with industrial exposure when the diagnosis is 
in doubt, in aiding in prognosis, and in defining treat- 
ment. It may also be used for following the progress 
or regression of a disease process. 


Conclusions 


Diffuse infiltration of the lung may occur as the 
result of inhalation, infections, idiopathic diseases, sys- 
temic diseases, malignancies, cardiovascular lesions, or 
trauma. In many patients, an accurate diagnosis of the 
diffuse lesion can be established without difficulty. In 
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others, despite extensive diagnostic studies, the diag- 
nosis cannot be accurately established. For these pa- 
tients pulmonary biopsy is recommended. Pulmonary 
biopsy is accomplished through a small anterior or 
lateral thoracotomy incision that allows the surgeon an 
opportunity to examine the lung and pleura and to 
select for biopsy an area involved by the infiltration. 
The tissue specimen obtained by pulmonary biopsy is 
sufficiently large to allow complete study by patho- 
logical, bacteriological, and chemical methods. Of 118 
patients in whom pulmonary biopsy has been per- 
formed, the most common diffuse lesions were those 
of primary or metastatic malignancies, sarcoidosis, and 
chronic pulmonary infections. Pneumoconiosis was 
found in less than half of the patients who were sus- 
pected to have such a lesion. 


Fig. 9.—A, roentgenogram showing nodular infiltration chiefly 
in basilar areas in housewife (case 5) who was asymptomatic 
and gave a history of surgical removal of carcinoma of the para- 
thyroid. B, photomicrograph in same case, showing carcinoma 
with scattered colloid-filled acini. Diagnosis was metastatic car- 
cinoma of the thyroid. 


Dr. Frank R. Dutra of the Kettering Laboratory, College of 
Medicine, University of Cincinnati, did the chemical analyses of 
the biopsy specimens taken from the three patients with beryl- 
liosis. 
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“PROSTATIC” SERUM ACID PHOSPHATASE LEVEL IN 
CANCER OF THE PROSTATE 


DIAGNOSTIC AND CLINICAL SIGNIFICANCE AS ILLUSTRATED BY THIRTEEN CASE HISTORIES 


Charles D. Bonner, M.D., Freddy Homburger, M.D., George B. Smithy, M.D. 


and 


Paolo R. F. Borges, M.D., Boston 


In January, 1953, Fishman and Lerner ' published 
a method for measuring serum acid phosphatase of 
prostatic origin. This procedure was based on the in- 
hibition by L-tartrate of the serum acid phosphatase 
which originated in prostatic tissue. The summary of 
three years’ experience with this technique and its 
degree of accuracy is the subject of another report.” 
The purpose of this paper is to illustrate the usefulness 
of this test when it is applied intelligently to a variety 
of diagnostic problems. Abnormal values are con- 
sidered to be those over 0.6 King-Armstrong units of 
“prostatic” serum acid phosphatase per 100 ml. and 
5 King-Armstrong units of “total” serum acid phos- 
phatase. 


Usefulness of Determination in Differential Diagnosis 


The first signs of cancer of the prostate may often 
be misleading or go unnoticed, especially in situations 
where coexisting diseases may be monopolizing the 
attention of the clinician. The following clinical sum- 
maries present examples of such problems. In these 
cases abnormal prostatic serum acid phosphatase val- 
ues provided the key to an accurate diagnosis. 


Case 1.—In 1953 a 76-year-old male was seen by his family 
physician because of acute, severe lower abdominal pain asso- 
ciated with prostration. The history revealed urinary frequency 
of many years’ duration, and it was noted that these symptoms 
had increased during the last two months. Examination revealed 
abdominal tenderness, with some spasticity in the left lower 
quadrant, and an enlarged prostate gland which was suspicious- 
ly nodular. After the acute symptoms subsided, subsequent to 
antibiotic therapy, a definite mass could be palpated; it ex- 
tended out of the pelvis up to the level of the umbilicus. Be- 
cause such a mass is rarely due to a prostatic cancer and 
because the total serum acid .phosphatase level was normal 
(4 King-Armstrong units), the diagnosis first considered was 
that of a neoplasm of the large intestine, and a barium enema 
was given and sigmoidoscopy was done. In the meantime a 
definitely abnormal prostatic serum acid phosphatase value of 
2.9 units was obtained by the Fishman-Lerner method. Cancer 
of the prostate was therefore considered likely and a transure- 
thral biopsy was done. This revealed prostatic adenocarcinoma. 

An orchiectomy was performed and estrogen therapy was 
given; these measures were followed by marked improvement 
and by disappearance within six weeks of the abdominal mass 
and the prostatic nodules. (For details see Bonner and Lyons.*) 
The disease remained under control for two years and five 
months, after which metastases were noted in the liver and 
lung; the patient died after a six-week downhill course. At 
autopsy the diagnosis of carcinoma of the prostate was con- 
firmed (fig. 1A). 

Large retroperitoneal masses as predominant signs 
of carcinoma of the prostate have been described in- 
frequently. It is natural to suspect that such lesions 
originate in the gastrointestinal tract, especially when 
there are no bony metastases and there is a normal 


From the Cancer Research and Cancer Control Unit, Depart- 
ment of Surgery, Tufts University School of Medicine, Boston, 
and the Holy Ghost Hospital, Cambridge, Mass. 


* Abnormal levels of serum acid phosphatase specif- 
ically of prostatic origin can provide the key to ac- 
curate diagnosis of cancer of the prostate. The 
presence of normal levels of “‘total’’ serum acid 
phosphatase cannot be considered sufficient evi- 
dence to rule out prostatic cancer, especially where 
there are other clinical signs of this disease. Where 
there is a questionable diagnosis of prostatic cancer, 
the administration of testosterone 50 mg. three times 
a week, may be followed by a significant rise in 
prostatic’ serum acid phosphatase level, by stimula- 
tion of the tumor growth. Five unsuspected cases of 
carcinoma of the prostate were diagnosed by ab- 
normal prostatic serum acid phosphatase values 
among 233 males admitted to the hospital during 
a two-year period. A normal prostatic serum acid 
phosphatase level is equally important from a diag- 
nostic standpoint. 


serum acid phosphatase level. The abnormal prostatic 
serum acid phosphatase level in this instance focused 
attention upon the prostate gland and led to a much 
earlier diagnosis and to definitive treatment. 


Case 2.—In May, 1953, a 77-year-old male entered the 
hospital because of progressive paralysis of his lower extremi- 
ties and a loss of sensation below the level of T-3. He was 
studied by the neurosurgical service, and a spinogram revealed 
a complete block at T-3. Osteoblastic lesions in this area were 
seen on x-rays, and the prostate gland was considered to be 
enlarged, hard, and possibly nodular, An exploratory decom- 
pressive laminectomy was done, and the pathological report 
stated, “Metastatic squamous cell carcinoma, question of pri- 
mary site in the lung.” These slides were subsequently reviewed 
by another pathologist, who agreed with this conclusion. Re- 
sults of conventional serum acid phosphatase determinations 
were within normal limits, and a urologist stated that in his 
opinion there was no malignancy of prostate gland. The patient 
was transferred to the Holy Ghost Hospital for terminal care. 
His prostate gland was palpated by two clinicians—a surgeon 
and an internist—neither of whom could convince himself that 
it was abnormal. However, the prostatic serum acid phosphatase 
fraction, after having been normal on an initial determination, 
remained consistently abnormal (above 1.2 units) for two and 
one-half months. It was only thereafter that the total serum 
acid phosphatase values also were above normal. Testosterone 
stimulation (described below ) finally clarified this case. Autopsy 
revealed carcinoma of the prostate growing predominantly as 
adenocarcinoma (fig. 1B), with metastases to bone. Two small 
metastatic nodules were also found in one of the lungs. 


This is an instance where a biochemical reaction 
was more accurate than the initial pathological report. 
Local evidence of prostatic malignancy was not suffi- 
ciently definite to permit the correct diagnosis to be 
made by rectal examination. The abnormal prostatic 
serum acid phosphatase level provided a constant re- 
minder of the presence of prostatic cancer, while the 
total serum acid phosphatase level remained norma! 
for two and one-half months. Histological confirmation 
of the disease was obtained by autopsy. 
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Case 3.—In April, 1955, a 66-year-old male with a function- 
ing loop colostomy was admitted to the Holy Ghost Hospital 
with a diagnosis of inoperable carcinoma of the sigmoid. His 
history revealed that in July, 1954, a laparotomy had been done 
because of lower abdominal pain, difficulty in defecation, rectal 
bleeding, and a weight loss of 9 lb. (4 kg.). A barium enema 
had revealed narrowing of the lower part of the sigmoid. 
Laparotomy revealed an infiltrating carcinoma involving the 
pelvis and surrounding the rectum. The primary site could not 
he determined, but it was considered to be in the lower part 
of the intestine. A biopsy specimen was taken, and the follow- 
ing pathological report was obtained: “Anaplastic carcinoma 
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probably from the intestine, but stomach and pancreas are more 
commonly a source of such poorly defined adenocarcinomas. In 
view of the location and the relationships of the tumor, the 
sigmoid now seems to be the most probable source.” The 
physical examination recorded at that time was noteworthy in 
that the prostate gland was not described, but it was stated 
that at rectal examination a big mass was felt at the tip of the 
finger above the area of the prostate gland. 

The patient was admitted to the Holy Ghost Hospital be- 
cause of intractable pain in the right hip, and it was finally 
decided to perform a chordotomy. In the meantime the prostatic 
fraction of the serum acid phosphatase was found to be 2.1 


Fig. 1.—A, microscopic section of prostate gland obtained at autopsy in case 1. Note infiltration of solid carcinoma. B, area 
of prostate gland obtained at autopsy in case 2. Note involvement of nerve. C, anaplastic carcinoma found in prostate gland at autopsy 
in case 3. Note tumor cells in proximity to nerve. D, solid carcinoma found in the transrectal biopsy of prostate gland in case 4. 
E, section of prostate gland obtained by transrectal biopsy in case 5. Pathological diagnosis, scirrrhous-type carcinoma. F, area of 
adenocarcinoma of prostate gland obtained at autopsy in case 7. Note proximity to nerve. G, section of prostate obtained by trans- 
rectal biopsy in case 6. Note nerve involvement by solid carcinoma, H, section of prostate obtained at autopsy in case 9. It shows 
typical adenocarcinoma. 1, Adenocarcinoma, microfollicular type, found in biopsy of prostate in case 10. (All sections stained with 
hematoxylin and eosin; x 149.) 


| 


1072 CANCER OF THE PROSTATE—BONNER ET AL. 


units, although the total serum acid phosphatase level was 
within normal limits. A later determination revealed a prostatic 
fraction of 4.3 units and a value of 5.8 for the total serum acid 
phosphatase. In view of these determinations the chordotomy 
was postponed. Rectal examinations were difficult to perform 
on this patient, and yielded only an impression that there was 
a palpable mass above the prostate gland. At this time the pa- 
tient also had a large mass in his abdomen proximal to his 
colostomy, several masses in the anterior chest wall, and several 
enlarged lymph nodes. A biopsy was performed on one of the 
latter, and the diagnosis given by the pathologist was of a 
typical adrenocortical tumor. Comparison of the slides with 
those obtained in the original operation from the abdominal 
tumor showed some difference, but the consensus was that both 
specimens might well have originated from the same type of 
tumor. The prostate gland was not considered as a possible 
primary site. On the basis of the biochemical data the patient 
was given estrogen therapy, with the result that the neoplastic 


masses disappeared, including the tumor in the rectum. Bilateral ~ 


orchiectomy was performed. The obstruction of the large in- 
testine disappeared, and the colostomy could have been closed 
except for the patient's refusal. 

The patient returned home for a number of weeks. His dis- 
ease then escaped control, and a rapidly growing osteolytic 
lesion became manifest in his right hip. His condition rapidly 
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prostate gland did not feel abnormal and the patient 
had metastatic disease to bone which was not char- 
acteristically osteoblastic. At other times doubt arose 
because, although cancer of the prostate had been 
suspected, there were no metastatic lesions and the 
total serum acid phosphatase level was within normal 
limits. 

It has previously been shown* that 100 mg. of 
testosterone given daily to patients without malignant 
disease of the prostate gland does not cause significant 
elevation in prostatic serum acid phosphatase levels. 
Some of our patients with diagnostic problems were, 
therefore, given 50 mg. of testosterone three times a 
week in the hope that there would result a limited 
stimulation of tumor growth and a consequent increase 
of the prostatic serum acid phosphatase level. The 
following case histories illustrate this phenomenon. 


Case 2 (see above).—This patient had paraplegia due to 
malignant disease of the thoracic spine which had been diag- 
nosed as “Metastatic squamous cell carcinoma, question of pri- 
mary site in the lung.” A urologist, a sur- 
geon, and an internist considered that there 
was no malignancy of the prostate gland. 
However, the prostatic serum acid phos- 
phatase level was consistently abnormal, 
ranging between 1.2 to 2.1 units. The total 
fraction ranged between 3.2 and 5.4 units, 
the normal values predominating. Testoste- 
rone therapy was started at a dosage level 
of 50 mg. three times a week and was fol- 
lowed by an immediate and persistent rise 
in the prostatic serum acid phosphatase 
levels (fig. 2). As previously stated, the 
diagnosis was finally confirmed by post- 
mortem examination (fig. 1B). 


Case 4.—This patient had had two admis- 
sions to the hospital because of paraplegia 
of unknown etiology. An abnormal prostatic 
serum acid phosphatase level of 0.91 units 
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Fig. 2.—Definite increase in prostatic serum acid phosphatase level during and after 
testosterone stimulation in case 2. Note persistent abnormal levels of prostatic serum 
acid phosphatase for several months before an abnormal total value is seen. 


deteriorated, and postmortem examination revealed the presence 
of a carcinoma of the prostate (fig. 1C) with metastases as 


stated. 


This case history emphasizes the value of prostatic 
serum acid phosphatase determinations. The level 
might have provided the key to the correct diagnosis 
before the original operation nine months previously, 
and estrogen therapy could have been instituted earlier 
and a colostomy might have been avoided. As it was, 
determination of the level did prevent a needless 
chordotomy and finally furnished the evidence which 
led to definitive therapy. 


Testosterone Stimulation as Diagnostic Aid in Some 
Patients with Normal Level or Borderline 
Positive Values 


In several instances patients who were admitted to 
this hospital with a questionable diagnosis of prostatic 
cancer have been transferred to our care. Diagnostic 
difficulties sometimes resulted from the fact that the 


gland was located high out of reach of the 
finger. The initial abnormal serum acid phos- 
phatase value was followed by four other 
determinations with results within normal 
limits, and finally another prostatic serum 
acid phosphatase value of 1.7 was found. There were no demon- 
strable osteoblastic lesions. Testosterone was administered in 
doses of 50 mg. three times a week, and this was followed by a 
slow but definite and persistent rise in prostatic serum acid 
phosphatase level. The prostatic serum acid phosphatase level 
has been consistently abnormal since Dec. 14, 1954, yet at the 
time of death, January, 1957, there had never been an abnormal 
total serum acid phosphatase value (fig. 3). Definitive histologi- 
cal diagnosis of carcinoma was eventually made by transrectal 
biopsy (fig. 1D). 


Case 5.—This 82-year-old male entered the hospital with a 
clinical diagnosis of carcinoma of the prostate. This was based 
upon several doctors’ opinions that his prostate gland was hard 
and nodular. X-rays were reported as showing no metastases. 
On four occasions values for the prostatic serum acid phos- 
phatase were within normal limits. It was, therefore, decided 
to give this patient 50 mg. of testosterone three times a week. 
This was followed by one abnormal elevation, with the level 
reaching 2 units of prostatic serum acid phosphatase and 3.8 
units of total serum acid phosphatase (fig. 4). This was the only 
abnormal value found in this patient during nine months of 
study. A transrectal biopsy of the prostate gland revealed defi- 
nite carcinoma of the prostate (fig. 1E ). 
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In two of the above three cases testosterone stimula- 
tion was followed by definite and persistent rise in 
prostatic serum acid phosphatase level. The last pa- 
tient was quite resistant to testosterone stimulation 
and represents the rare instance in which the deter- 
mination of the prostatic serum acid phosphatase may 
not be helpful. 


Possible Value of Determination 
as Screening Procedure 


Since January, 1954, it has been our policy to de- 
termine the prostatic serum acid phosphatase level 
for each of the male patients of the Holy Ghost Hos- 
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Fig. 3.—Pattern of acid phosphatase values in case 4. Note 
two abnormal prostatic serum acid phosphatase values before 
testosterone stimulation. Most values of this prostatic fraction 
have been abnormal since testosterone was given. Total ( King- 
Armstrong) serum acid phosphatase has never increased to 
abnormal levels. 


pital once a year, and to perform the determination 
routinely on every male patient at the time of ad- 
mission. During the years 1954 and 1955, 233 males 
with a variety of chronic illnesses were admitted. Of 
these 233 about 12 had known carcinoma of the pros- 
tate. Among the remaining 221, five unsuspected 
carcinomas of the prostate were found. These cases 


will briefly be described. 


Case 6.—This 83-year-old male first presented himself at the 
outpatient department of the rehabilitation unit in September, 
1955, for evaluation. He had broken his right hip six months 
prior to this visit and it had been “nailed.” However, he had 
fallen several times since, and an x-ray taken on the day of his 
first visit revealed the fracture to be ununited, with marked 
destruction of bone. Considerable sclerosis in the region of the 
junction between the inferior ramus of the pubis and the 
ischium on the right was noted. Since the patient was not a 
candidate for physical therapy, he was referred to the ortho- 
pedic service of another hospital, where the pin and head of 
the femur were removed. During the course of this hospitaliza- 
tion no rectal examination was done and no abnormal x-ray 
findings were noted. 

The patient was then transferred to the Holy Ghost Hospital, 
where the admitting student intern also neglected to perform 
a rectal examination. A routine determination was reported as 
showing 1.21 units of prostatic serum acid phosphatase and 
3.17 units of total serum acid phosphatase. Rectal examination 
then revealed a hard nodular gland, and with this additional 
information the radiologist reinterpreted the previously noted 
bone sclerosis as compatible with osteoblastic metastasis. A 
(eae biopsy of the prostate gland revealed carcinoma 
(fig. 1G). 
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While in this instance the nodular prostate and x-ray 
findings could have led to an earlier diagnosis, both 
were overlooked until the routine determination of 
prostatic serum acid phosphatase was reported as 
showing an abnormal level. This led to pathological 
confirmation and definitive therapy. 


Case 4 (see above ).—This represents an instance of a patient 
in whom cancer of the prostate was suspected only after a 
routine study showed an abnormally high serum prostatic acid 
phosphatase level. This was due to omission of a rectal exami- 
nation until quite late during his course and, further, to the fact 
that the patient's gland was so positioned and his anal canal 
so long that the examining finger could not efficiently palpate 
the prostate gland. It was only the abnormal value for prostatic 
serum acid phosphatase which finally led to the definitive 
diagnosis by testosterone stimulation and transrectal biopsy 


(fig. 1D). 


Case 7.—This 65-year-old male was admitted to the hospital 
with a diagnosis of bronchogenic carcinoma of the right lung 
with generalized metastases. In a routine determination the 
prostatic serum acid phosphatase level was 0.86 units and the 
total serum acid phosphatase 3.5 units. The patient refused a 
rectal examination, but seven additional determinations of acid 
phosphatase level were performed on his serum. Of these, one 
additional determination showed an abnormal prostatic fraction 
of 0.76, the total value being 1.67 units. At postmortem ex- 
amination the patient’s prostate was normal grossly but a few 
small areas of adenocarcinoma were revealed microscopically 


(fig. IF). 


This case shows the importance of studying the 
patient with only an occasional abnormal prostatic 
serum acid phosphatase value. Only two of these 
values were elevated, but the carcinoma of the prostate 
gland was found to be present at microscopic examina- 
tion. 


Case 8.—This 70-year-old male was admitted from another 
hospital with a diagnosis of hemiplegia on the left after a 
cerebral thrombosis. There was no record of a rectal examina- 
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Fig. 4.—One type of prostatic acid phosphatase response 
(case 5). Only one abnormal prostatic acid phosphatase value 
was obtained during testosterone administration, Pathological 
diagnosis, scirrhous-type carcinoma. (See figure 1E.) 


tion. A routine acid phosphatase determination revealed a 
prostatic fraction of 2.0 and a total value of 3.4 units. A repeat 
test was reported as showing 2.8 units of prostatic serum acid 
phosphatase and 4.5 units total serum acid phosphatase.’ A re- 
view of the patient’s admitting record revealed that the student 
intern had noted a very firm prostate gland with questionable 
nodularities at the upper poles. However, there had been no 
follow-up of this finding as far as making a diagnosis was con- 
cerned. At postmortem examination this patient was shown to 
have carcinoma of the prostate with extension beyond the 
capsule and metastases to bone marrow (fig. 5). 


| 
Bis 
Gown 
SEPT OCT. NOV EC FEB APR WN OCTNOV. JAN MAR, 
K 
MAY QE JULY AUG SEPT OCT NOK DEC JANUARY ree. 
1955 1956 
4 
yh 
> 


1074 CANCER OF THE PROSTATE—BONNER ET AL. 


This case again demonstrates how a patient may 
reach a chronic disease hospital from an acute disease 
hospital without a rectal examination having been 
done. It also reveals how hard, firm glands may be 
noted clinically but occasionally no further investiga- 
tion to confirm a diagnosis of cancer of the prostate is 
done. Again the definite abnormality of the pros-atic 
serum acid phosphatase level directed attention to- 
ward the presence of this disease so that palliative 
therapy could be instituted. 


Case 9.—This 58-year-old male entered the hospital for re- 
habilitation with a diagnosis of rheumatoid arthritis. An initial 
serum acid phosphatase determination revealed a prostatic frac- 
tion of 0.9 units and a total value of 2.7 units. Clinically his 
prostate felt normal. The patient died from a massive hemor- 
rhage of the intestine, and the provisional anatomic diagnoses 
included benign prostatic hypertrophy. However, when the 
microscopic sections of the prostate gland were examined, a 
large area of tumor cells was found in the prostate gland, and 
the tumor was diagnosed as adenocarcinoma (fig. 1H ). 


In this instance, as in case 8, there were no x-ray 
clues of carcinoma of the prostate, but microscopic 
findings of cancer of the prostate coincided with an 
abnormal prostatic serum acid phosphatase level dis- 
covered on routine examination. 


Fig. 5.—Section of prostate gland obtained at autopsy in 
case 8. This represents solid carcinoma. Hematoxylin and eosin 
stain (x 210). 


Case 10.—This 68-year-old male with paralysis agitans en- 
tered an acute disease hospital for a physical checkup. A routine 
prostatic serum acid phosphatase determination revealed a 
prostatic fraction of 0.84 and a total value of 3.05 units. As 
the admitting resident was familiar with the significance of such 
biochemical findings in association with nodularity of the pros- 
tate gland, he repeated the test. The second value reported was 
0.77 units of prostatic and 2.44 units of total serum acid phos- 
phatase. On the basis of these abnormal values a urologic 
consultation was arranged. The urologist suspected prostatic 
cancer. A biopsy was obtained, and adenocarcinoma of the 
prostate was diagnosed (fig. 1/). 


At the initial physical examination, the nodularity 
of the prostate gland in this patient was not significant 
enough to make the resident consider the possibility 
of prostatic carcinoma. However, in view of an ab- 
normal prostatic serum acid phosphatase level, atten- 
tion was directed toward reexamination of the gland 
and repetition of the biochemical procedure. This was 
followed by a urologist’s examination and definitive 
diagnosis. This diagnosis would have been missed had 
it not been for the elevated value of the prostatic 
serum acid phosphatase. 
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Correction of Erroneous Diagnosis Through 
Correlation of Biochemical and Histological Findings 


It is commonly believed that the diagnosis of pro- 
static cancer is best done by the palpating finger. Con- 
trary to this belief, in many cases in which hard, 
nodular glands are found by the clinician and a 
diagnosis of cancer of the prostate is made, the lesions 
are later identified as benign. The following three 
cases illustrate this situation. 


Case 11.—This 63-year-old male reported to the clinic for a 
routine health checkup, and the examiner noted a 3-mm. nodule 
in the right lobe of the prostate which he considered to be a 
localized operable prostatic cancer. The opinion of a urologist 
was obtained, and he was in agreement. The prostatic serum 
acid phosphatase level was normal on two occasions: first a 
value of 0.2 and then one of 0.12 units was found. On the 
basis of the clinical impression, a perineal biopsy was done; a 
large specimen of tissue, including the entire nodular area, was 
removed. This was found to show only benign hyperplastic 
changes with small calculi. 


Case 12.—This 66-year-old male entered the hospital because 
of urinary frequency. The examiner found a hard, nodular 
enlargement of the right lobe of the prostate gland. The im- 
pression of cancer of the prostate was confirmed by the urolo- 
gist, and operation was scheduled. The prostatic serum acid 
phosphatase level was 0.3 units. A suprapubic prostatectomy 
was done, and no malignant disease was found. The pathologist 
reported benign adenomatosis. 


Case 13.—This 71-year-old male entered the hospital with 
symptoms of prostatism. On physical examination an enlarged, 
tender, nodular gland was found. The urologists concurred in 
the belief that the gland was cancerous. The prostatic serum 
acid phosphatase level was within normal] timits, at 0.5 units. 
A transurethral resection of the prostate gland was accom- 
plished, and the pathologist reported the tissue as showing 
benign prostatic hypertrophy. 


These cases represent the three most common 
problems which are confused with cancer of the pros- 
tate. In regard to the last case, it is known that a 
transurethral resection does not remove all possible 
areas where a neoplasm could be found, but, during 
the patient’s subsequent course over a year and a half, 
no evidence of malignant disease has been noted. 


Comment 


For nearly four years this laboratory has been in- 
terested in the correlation between an elevated pros- 
tatic fraction of serum acid phosphatase and carcinoma 
of the prostate. The conventional methods used for 
measuring this enzyme in the blood during the past 
10 years have been far from satisfactory. This dis- 
satisfaction has been expressed as recently as March 
10, 1956, when Poole and Thompson ° stated, “The 
level of acid phosphatase is practically always normal 
when one fails to demonstrate metastasis to bone by 
x-ray examination. We feel that the principal use of 
acid-phosphatase determinations is in judging progress 
when hormonal therapy is being used. Such determina- 
tions are of little or no value over and above x-ray 
examination in the detection of early metastasis.” 

In a symposium on the laboratory diagnosis of can- 
cer of the prostate® a poll was conducted among 
seven chiefs of urology in the Boston area. Three of 
the questions asked on this poll are pertinent: 1. “What 
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level of the King-Armstrong serum acid phosphatase 
do you consider definitely indicative of cancer?” Two 
admitted they did not know. Five others answered 2.5 
units, 3 units, 4.4 units, and 10 units. 2. “What per- 
centage of patients with widespread bone metastases 
due to cancer of the prostate do you expect to show 
high levels of King-Armstrong serum acid phos- 
phatase?” The answer to that ranged from 35 to 80%: 
two said 50%, two said 65%, and one said, “lower than 
commonly stated.” 3. “What percentage of patients 
with carcinoma of the prostate limited to the gland 
have shown in your experience abnormally high levels 
of serum acid phosphatase?” Five said “none,” one said 
“small,” one said “rarely.” 

Therefore, it is fair to say that the conventional 
method for measuring serum acid phosphatase levels 
leaves room for a great deal of improvement. From 
the original clinical paper on the Fishman-Lerner 
method” of determining serum prostatic acid phos- 
phatase, we gained the impression that this method 
was significantly better than those at hand. Now, after 
nearly four years’ experience, our opinion remains 
the same, and this view is shared by other investiga- 
tors who have published confirmatory studies.* 

In our summary of three years’ experience with this 
method,’ we reported on 91 cases of proved cancer of 
the prostate. In each case the determination of the 
serum acid phosnhatase level (with values expressed 
in King-Armstrong units) was done at the same time 
and on the same sample as was the determination of 
the prostatic serum acid phosphatase level. Among 39 
new untreated patients, the prostatic serum acid phos- 
phatase level was above 0.6 units in 34, while the 
total serum acid phosphatase level was abnormal in 
only 12. (In later statistics including 113 proved can- 
cers of the prostate 54 patients had abnormal prostatic 
but normal total serum acid phosphatase levels.) In 
the least imnortant group of patients from the point of 
view of differential diagnosis, namely, those with 
known disease who were on estrogen therapy, the 
prostatic serum acid phosphatase level was high in 42 
of 52 instances, whereas the total serum acid phos- 
phatase level was abnormal in only 20 of this 
group. To document another category, the prostatic 
serum acid phosphatase level was found to he 
elevated in 21 of 26 patients who had no evidence 
of disease outside the prostate gland. The total serum 
acid phosphatase level was abnormal in only four of 
this important group. The prostatic serum acid phos- 
phatase level was abnormal in 11 of 12 patients with 
soft tissue metastases, while the total serum acid phos- 
phatase level was abnormal in only 2. In the group 
with both soft tissue and bony metastases (many of 
these being on estrogen therapy), the prostatic serum 
acid phosphatase level was abnormal in 45 of 53 in- 
stances, as compared to only 24 high total serum acid 
phosphatase values. These figures demonstrate that the 
determination of serum prostatic acid phosphatase 
level by L-tartrate inhibition is far more accurate than 
any other method known to date. The cases reported 
in this paper demonstrate how useful this procedure 
has been to us in diagnosing prostatic cancer. 
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Among patients with diagnostic problems, we found 
those with prostatic carcinoma who were said to have 
other malignant disease and had been treated accord- 
ingly. In two instances biopsy specimens of metastatic 
lesions had been obtained, but the lesions were stil! 
not considered to be of prostatic origin. In each in- 
stance the abnormally increased prostatic serum acid 
phosphatase level made a physician aware of the pos- 
sible diagnosis, and this led to conclusive investigation 
and definitive therapy. At times the problem was not 
that of disproving another diagnosis but rather that of 
proving that a given prostate gland without other 
evidence of disease might still harbor a cancer that 
was the cause of increased prostatic serum acid 
phosphatase levels. In the absence of other indications, 
it is often difficult to persuade a urologist to perform 
more than a needle biopsy of the gland. This, in many 
instances, may fail to include the cancer because of the 
technical limitations of needle biopsy. 

Some patients with cancer of the prostate but with 
normal values of prostatic serum acid phosphatase 
may develop abnormal values of this fraction after 
testosterone stimulation. Such individuals received 
50 mg. of testosterone three times a week, and 
sustained elevations of prostatic serum acid phos- 
phatase levels were found in all but one instance. 
After one to four weeks of such stimulation, a patient 
whose prostatic serum acid phosphatase level is be- 
tween 0.6 and 1 unit to start with will respond to 
testosterone much more quickly and more definitely 
than the patient whose values are within normal limits 
when first measured. 

One patient in this latter category, in spite of 
definite carcinoma of the prostate gland without evi- 
dence of metastatic disease, has consistently shown 
normal values of prostatic serum acid phosphatase 
even after testosterone stimulation, except upon one 
analysis. In contrast to the other patients with prostatic 
lesions, this patient had a scirrhous-type carcinoma, 
which may account for the decreased production of 
the enzyme. 

The determination of prostatic serum acid phos- 
phatase has also been used in ferreting out clinically 
unsuspected cases of prostatic cancer. It is interesting 
to note the reasons why physical examination would 
not alert the physician to this disease in many in- 
stances. First, of course, is the error of omission, 
where a rectal examination is not done even though 
the patient is seen by several physicians. In one in- 
stance a metastatic lesion was seen on x-ray examina- 
tion, but this had not stimulated thought of cancer 
of the prostate gland. In spite of all educational efforts 
which stress the importance of doing a rectal examina- 
tion on all patients, the truth remains that such an 
examination is often omitted, and it is difficult to 
change the habits of examining physicians in this re- 
spect. Therefore, a test such as the determination of 
prostatic serum acid phosphatase becomes more 
important. 

In some cases the diagnosis of prostatic cancer was 
missed clinically because of the location of the prostate 
gland high in the rectum, which made palpation diffi- 
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cult. In two instances the prostatic serum acid phos- 
phatase level was important, since prior to its measure- 
ment the prostate had been considered abnormal but 
had not been subjected to follow-up study. Another 
patient refused to have his rectum examined. 

Five unsuspected carcinomas of the prostate were 
diagnosed by abnormal prostatic serum acid phos- 
phatase value among 233 males admitted to the hos- 
demonstrates another 


J.A.M.A., July 6, 1957 
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ERRONEOUS BLOOD ALCOHOL FINDINGS AT AUTOPSY 
AVOIDANCE BY PROPER SAMPLING TECHNIQUE 
Henry W. Turkel, M.D. 


Houghton Gifford, M.D., San Francisco 


In a recent publication,’ we reported our observa- 
tions on the postmortem diffusion of alcohol out of 
the intact stomach. In that study on a series of cadavers 


| scheduled for academic autopsy, in cases in which the 


deceased was known and proved not to have been 
drinking before death, ordinary whiskey was instilled 
into the stomach and allowed to remain for periods 
up to 24 hours. At the autopsy done thereafter, blood 
samples taken from the region of the heart were 
found to show elevated alcohol levels. In some in- 
stances, the elevation was such as to falsely indicate 
that the deceased was in a state of drunken stupor at 
the instant of death. It was further noted, however, that 
in no case did the blood sample from the femoral vein 
show an elevated alcohol level, thus suggesting that 
the postmortem diffusion process did not extend as far 
as the femoral vessels. 


Present Study 


A small but significant number of persons die or 
meet sudden death while, or shortly after, ingesting 


§ alcoholic beverages, and thus have unabsorbed alcohol 


in the stomach contents. The previous study was in- 
tended to simulate this circumstance under controlled 
conditions. Having established that postmortem dif- 
fusion of alcohol does occur, it would be pertinent, 
for medicolegal reasons, to ascertain the practical 
significance and extent to which alcohol ingested ante- 
mortem can, after death, falsely elevate an already 
positive blood alcohol level. 

The investigation was conducted at the coroner's 
office in San Francisco on cases in which, for medico- 
legal reasons, the circumstances of death required 
making a determination of blood alcohol level. Im- 
mediately upon opening the abdominal wall, the 
autopsy surgeon next exposed the pelvic cul-de-sac. 
A blunt-tipped, 50-cc. pipet, equipped with a rub- 
ber bulb, was introduced into the femoral vein. The 
tip was passed caudad beneath Poupart’s ligament. 
Then, by raising the leg slightly and employing gentle 
massage, a generous quantity of blood was obtained 
for testing. The autopsy was thereafter continued in 
the customary manner and, at the time of transecting 
the major vessels in the mediastinum, the blood which 
pooled in the pericardial sac was sampled in the usual 
manner for later blood alcohol determination. The re- 
sults in 51 consecutive cases which showed the 
presence of alcohol in the body are listed in the table. 

For medicolegal reasons, 24 additional cases were 
examined through the test period, but both femoral 
and heart blood were negative for alcohol. This latter 
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¢ Samples of blood were obtained from the femoral 
vein and from the heart in the course of 75 autopsies. 
In 24 cases no alcohol was found in either femoral 
or cardiac blood. This suggested that microbial acti- 
vity and postmortem autolysis do not produce alcohol 
in the cadaver. In 51 cases alcohol was found in the 
blood, and in 35 of these the cardiac blood had a 
higher alcohol content than the femoral blood. The 
difference in alcohol content between femoral and 
cardiac blood was too large to be explained as an 
error of random sampling. The courts have accepted 
a blood alcohol level of 0.150% as the criterion 
of drunkenness or as presumptive evidence that the 
subject cannot drive an automobile safely. While 
the difference between the averages for cardiac 
and for femoral samples was 0.009 percentage 
points, in many individual cases the difference be- 
tween cardiac and femoral samples ran higher. The 
greatest difference observed was 0.090 percentage 
points. Such differences could cause a person to be 
pronounced drunk on the basis of his cardiac blood 
and not drunk on the basis of his femoral blood. 

Alcohol has been shown to diffuse through the 
stomach wall after death if it is present there as a 
beverage taken before death. It can diffuse into 
neighboring structures including the heart. Since this 
can lead to serious error in medicolegal situations, 
it is recommended that postmortem samples of blood 
to be analyzed for alcohol be taken from the femoral 
veins. This is done at autopsy immediately after open- 
ing the abdomen. Through the pelvic cul-de-sac a 
pipet is introduced under the inguinal ligament into 
the femoral vein. By raising the leg of the cadaver 
slightly and reinforcing the gravitational effect with 
gentle massage, an adequate sample of blood for 
analysis can be obtained. 


group suggests that, in the absence of alcohol in the 
body and, therefore, also in the stomach, false eleva- 
tions in heart blood alcohol level do not occur. Con- 
versely, it demonstrates that false levels of alcohol in 
the heart blood do relate to alcohol remaining in the 
stomach after death and not to certain other alleged 
causes, such as microbial activity and postmortem 
autolysis. 

The determinations were made by the toxicology 
staff of the coroner's office, using the technique of 
Kozelka and Hine.’ Just as in any other test which 
might require such techniques as steam distillation and 
titration, there are limits to the accuracy of these 
determinations. In this case, the accuracy is generally 
taken as + 5%. In some of our cases, the higher blood 
alcohol level was found in the femoral blood. This 
circumstance, in all but one case, is clearly within the 
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limit of accuracy of the test. In the one exception, the 
level was not elevated to such extent as ever to effect 
a decision on sobriety or intoxication. 


Statistical Evaluation 


Of the 51 cases in which both femoral and heart 
blood samples were tested, the heart blood showed a 
higher alcohol content in 35 while the femoral blood 
showed a higher content in 16. This inequality is evi- 


Studies of Blood Alcohol Levels at Autopsy 


Difference 

Between 

Readings Estimated 
(Heart % Time Between 


Blood Aleohol, % 
A Death and 


——, Minus 


Case No. Heart Femoral Femoral %) Autopsy, Hr. 
0.314 0.280 0.034 ? 
0.282 0.288 —0.006 14 
0.085 0.087 —0.002 16 
0.040 0.042 0,002 4 
0.233 0.226 0.007 9 
0.034 0.040 0.006 14 
ees 0.134 0.130 0.004 12 
0.442 0.352 0.090 18 
0.143 0.133 0.010 15 
0.057 0.053 0.004 12 
0.037 0.047 —,010 14 
as 0.173 0.170 0.003 3 
0.235 0.224 0.011 10 
0.340 0.303 0.037 10 
0.247 0.191 0.056 9 
0.151 0.150 0.001 4 
0.084 0.022 0.012 72 
0.172 0.165 0.007 48 
0.256 0.238 0.018 4 
0.136 0.137 0.001 12 
0.235 0.237 0.002 16 
0.057 0.052 0.005 18 
0.310 0.260 0.050 22 
0.320 0.300 0.020 Days 
0.110 0.111 —0).001 12 
0.287 0.283 0.004 
0.252 0.256 —0.004 9 
0.339 0.301 0.038 12 
0.254 0.251 0.003 10 
0.191 0.182 0.009 18 
0.297 0.282 0.015 6 
0.275 0.266 0.009 10 
0.045 0.053 4).008 12 
0.257 0.225 0.032 18 
0.156 0.144 0.012 12 
0.190 0.169 0.021 22 
0.072 0.075 0.003 16 
idekhevecseresanks 0.093 0.063 0.030 12 
0.136 0.133 —).003 5 
0.067 0.068 —),001 ll 
0.097 0.087 0.010 10 
0.132 0.136 —0 004 4 
0.256 0.247 0.009 18 
0.101 0.093 0.008 24 
0.274 0.269 0.005 14 
0.226 0.214 0.012 12 
0.273 0.281 1.008 12 
0.228 0.224 0.004 8 


dence (significant at the 5% level) of a systematic 
tendency for the heart sample to yield a higher esti- 
mate of the alcohol content of the blood at the time of 
death. The magnitude of this bias can be gauged from 
the difference of the averages for heart and femoral 
vein samples. The heart samples averaged larger by 
0.0094, or, essentially, 1 unit in the second place. The 
standard error of this difference is calculated to be 
0.0025. This provides a second demonstration that a 
statistically significant effect exists. 


J.A.M.A., July 6, 1957 


The question of the practical significance of the 
bias is not adequately treated by considering the 
average difference above. The reason for this is that 
the amount by which the heart sample exceeds the 
femoral vein sample in alcohol content depends on 
(1) the interval between last imbibing alcohol and 
time of death and (2) the interval between death and 
autopsy. A study of the data in the table shows not 
only that the heart blood samples show the greater 
number with elevated alcohol content but also that 
all the large differences occur in the heart blood speci- 
mens. In the 35 cases in which there were elevated 
heart blood alcohol readings, 8 readings were elevated 
by 0.030 percentage points or more. In the 16 cases in 
which there were elevated femoral blood alcohol read- 
ings, all false elevations were less than 0.010 percent- 
age points and, indeed, only 3 exceeded 0.006. We 
can infer from this fact that ‘overestimates of sub- 
stantial importance in individual cases can arise fairly 
often as a result of the bias attached to the use of 
heart blood. 


Practical Significance 


The courts have accepted a blood alcohol level of 
0.150% as the criterion of drunkenness or, at least, 
presumptive inability to drive an automobile safely. 
A variation or error in the third place would not be 
significant. Those in the second place are of the utmost 
significance, while any in the first place would be 
alarming. In the series run, all false elevations of 
significance were found to have occurred in the heart 
blood samples. Taking a level of 0.150% as the basis 
for legal presumption that a person is clearly under 
the influence of alcohol,’ let us arbitrarily presume 
that a person actually had a level of 0.110% at the 
instant of death. As has been shown, a false elevation 
of either 0.05 or 0.09 percentage points in the heart 
blood alcohol can occur, and would give an erroneous 
blood alcohol level of 0.16% or 0.200%, respectively, 
thus clearly but improperly establishing that person as 
intoxicated. 


Comment 


While significant false elevations are not a frequent 
finding, because it generally requires that the deceased 
shall have ingested some three to four drinks in the 
period shortly before death, and also that there be a 
lapse of several hours from the time of death until 
autopsy, we believe there is clear evidence that false 
findings are being made. There is no reason to suppose 
that even larger errors than shown do not occur. Not 
always does the error effect a decision on sobriety or 
intoxication, depending on the levels involved. How- 
ever, in the individual case wherein an error does 
falsely raise the level to indicate a state of intoxica- 
tion, it is of the utmost importance, since severe penal- 
ties are often attached. This is true in both criminal 
and civil proceedings. Accordingly, the error cannot 
be condoned, particularly since it can be avoided by 
the simple expedient of routinely taking postmortem 
blood alcohol samples from a femoral vein. 

It should be noted that these errors do not apply 
in examining the blood of the living, since the in- 
tegrity of tissue barriers is maintained in life and for 
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the more obvious reasons that the circulating blood 
provides for a uniform distribution of alcoho] through- 
out the blood stream and, also, because the blood is 
drawn from arm veins. 


Summary 


In a series of medicolegal cases requiring determina- 
tion of blood alcohol levels at time of autopsy, in 
each case blood samples were taken from that blood 
pooled in the pericardial sac, as has been customary, 
and also from the femoral vein. Out of 51 cases in 
which alcoho] was present in the body, the level of 
alcohol in blood pooled in the pericardial sac was 
falsely and significantly elevated in 8 cases. The alco- 
hol level in blood from the femoral vein was not in 
any case significantly elevated. The elevation is be- 
lieved to result from alcohol which was ingested 
before death diffusing out of the stomach after death. 
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Because of the gravity of decisions attaching to blood 
alcohol determinations, it is recommended that post- 
mortem blood alcohol samples be routinely taken from 
the femoral veins. 


650 Merchant St. (11) (Dr. Turkel). 


Lincoln E. Moses, Associate Professor of Statistics, Stanford 
University Medica] School, assisted with the statistical work in 
this study. 
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VOCATIONAL REHABILITATION OF CARDIAC SURGICAL PATIENTS 


STUDY OF ONE HUNDRED TWO CASES OF PEOPLE WITH HEART DISEASE FOR WHOM SERVICES INCLUDING 
CARDIAC SURGERY WERE PROVIDED BY THE MASSACHUSETTS DIVISION OF VOCATIONAL REHABILITATION 


Dorothy A. Oates, A.B., William F. Hickey Jr., M.D. 


Martin J. Bellinger, M.D., Boston 


The purpose of the present study is to demonstrate 

what modern rehabilitation services can do for people 
with heart disease and how the Massachusetts Divi- 
sion of Vocational Rehabilitation has provided services 
for persons in need of cardiac surgery, in order to re- 
habilitate them to employment. The National Reha- 
bilitation Council defines rehabilitation as the restora- 
tion of the handicapped person to the fullest physical, 
mental, social, economic, and vocational usefulness of 
which he is capable. In this paper, we are placing the 
emphasis on vocational rehabilitation—the return of 
the disabled person to his former or adjusted employ- 
ment, the training of such a person for a new job 
suitable to his physical condition and vocational apti- 
tudes, or placement directly in a new job. 
_ The dramatic results of cardiac surgery in the past 
few years have been publicized in newspapers and 
magazines and over radio and television, as well as 
in the annals of medicine. Employment of the person 
with heart disease has always been a major problem 
and has recently become of special concern to physi- 
cians, insurers, employers, and workmen’s-compensa- 
tion and rehabilitation agencies. Studies have been 
made and are being made of employment policies as 
related to cardiac patients, with disappointing find- 
ings.’ It has been our experience, however, that a 
significant percentage of the patients in the present 
study have become employed or have been reem- 
ployed after cardiac surgery. 


_ Supervisior of Physical Restoration (Mrs. Oates), Chief Med- 
ical Consultant (1948 through May, 1955) (Dr. Hickey), 
and Chief Medical Consultant (after May, 1955) (Dr. Bellin- 
ger), Division of Vocational Rehabilitation, Massachusetts De- 
partment of Education. 


¢ The effectiveness of a program for the vocational 
rehabilitation of cardiac patients was tested by 
studying the records of 101 persons who had under- 
gone cardiac surgery. Rheumatic heart disease was 
the diagnosis in 88 and congenital defect in 12 
cases. These patients were in financial need, and the 
means for physical restoration were provided by this 
program, which is a boon to people with marginal 
incomes that have been depleted by long illnesses. 
There were 12 therapeutic failures; 5 of these were 
operative deaths, 5 were deaths up to 16 months 
after surgery, and 2 were cases of survival without 
benefit from the operation. Of the 89 patients in 
whom surgery was successful, 74 had gone to work 
by the end of the study and 15 had not. Vocational 
guidance and training, together with the alleviation 
of the financial problems imposed by long illness 
and cardiac surgery, are shown by this study to have 
given commendable results. 


An editorial in the May-June, 1955, issue of the 
Journal of Rehabilitation states that “state rehabilita- 
tion agencies are rehabilitating very few individuals 
with heart disease” and makes a plea for “a pioneer 
spirit in a rehabilitation agency, if it is to meet its 
obligations to the public.” * The Massachusetts divi- 
sion has shown this pioneer spirit in placing in em- 
ployment not only people who have had cardiac sur- 
gery but also other persons with heart disease for 
whom surgery was not indicated. In Massachusetts, 
during the period of this study, cardiac patients have 
constituted a larger percentage (approximately 12% ) 
of the total number of handicapped persons placed 
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in employment than the average percentage (4%) of 
cardiac rehabilitants of the state agencies in the coun- 
try as a whole. 

Because Boston is one of the leading medical cen- 
ters in the study of diseases of the heart, the Massa- 
chusetts division has been in a strategic position to 
help people benefit from the advances made in car- 
diac surgery through its physical restoration program. 
The interest shown by cardiologists and cardiac sur- 
geons in making these services available to their pa- 
tients has resulted in the referral of many people, 
both before and after cardiac surgery, for one or all 
of the services designed to help disabled people to 
become employable. 


Scope of Present Study 


This study concerns 102 persons with heart disease 
who were accepted for physical restoration, consisting 
of cardiac surgery and ancillary services, by the Massa- 
chusetts Division of Vocational Rehabilitation be- 
tween April 24, 1952, and Dec. 31, 1955. Beginning 
with the first patient given this type of physical resto- 
ration, all of the people who were given financial help 
for all or part of their medical and hospital expenses 
for cardiac surgery during this period are included. 


Program of Massachusetts Division of 
Vocational Rehabilitation 


The programs of the state agencies for vocational 
rehabilitation in all the states and territories have 
essentially the same criteria and receive federal grants- 
in-aid. They offer comparable services to people of 
employable age (over 16 years of age in Massachu- 
setts). To be eligible for the program, the person 
must have a physical or mental disability that is a 
substantial employment handicap and may be expected 
to become employable within a reasonable length of 
time. The following services may be provided to a 
disabled person: counseling and guidance toward a 
vocational objective, complete medical examination 
and diagnostic evaluation, physical restoration, fitting 
with artificial appliances, vocational training, and selec- 
tive job placement in relation to the disability. Cer- 
tain other benefits, for example, tuition and mainte- 
nance in school, are available. 

The physical restoration program is based on the 
philosophy that it is better to remove or alleviate a 
physical or mental handicap to enable a disabled 
person to be placed in employment than “to train 
around a disability.” The psychological and emotional 
benefit to a person of removing a handicap, as in the 
correction of a congenital heart defect, cannot be 
overestimated. 

Through this program, payment for physical restora- 
tion can be provided for eligible people who are 
“medically needy,” i. e., people who would be able 
to support themselves and their families under normal 
circumstances but who, when illness strikes, are un- 
able to pay their medical bills. In addition to coun- 
seling, vocational guidance, and job placement, the 
physical restoration program can provide diagnostic 
evaluation in physicians’ offices, clinics, and hospitals 
and hospitalization, fees for physicians and surgeons, 
private nursing, convalescent care, medication, and 
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postoperative treatment—in short, any medical care 
necessary in the interest of the ultimate goal of even. 
tual employment. 

The cardiac program of Crippled Children’s Sery. 
ices in the Massachusetts Department of Public Health 
provides medical care to young people with heart 
disease. Consequently, both programs are available 
to young people between the ages of 16 and 21 years, 
Since an agreement had been made that, in certain 
instances, the Crippled Children’s Services will give 
medical care and the division will provide vocational 
counseling, guidance, and training for young people 
eligible for both programs, the number of persons 
under 21 years of age with congenital heart disease 
in this study (two) is smaller than if the Crippled 
Children’s Services program were not available. 


History of Cardiac Surgery Services 


In March, 1952, the first person recommended to 
the division for cardiac surgery was referred by a 
medical social worker. The cardiac surgeon had dis- 
cussed with her the social problems that were hinder- 
ing the fulfillment of his recommendation for cardiac 
surgery. In the opinion of the cardiologist and cardiac 
surgeon, the outlook for vocational rehabilitation for 
this woman in her early 30’s was excellent. She had 
been a salesgirl in a department store, but, due to 
the swelling of the ankles and shortness of breath, she 
was unable to stand behind the counter all day. When 
her family physician referred her to the cardiac sur- 
geon for evaluation she had been out of work for 
several months, She had become increasingly disabled, 
was unable to climb stairs, and slept propped up by 
four pillows. The diagnosis was rheumatic heart dis- 
ease with mitral stenosis, and mitral valve surgery 
was advised. 

Since the only asset the young woman possessed 
was hospital insurance giving $7 a day, the immediate 
problem was financial. The hospital required a deposit 
of $300 for private nursing and blood transfusions; 
this sum could not be raised by the girl and her family. 
At the time of his initial interview with this young 
woman, the rehabilitation counselor of the division 
discussed the occupational objective. When she was 
physically able to work, a change in occupation seemed 
indicated. They decided that vocational aptitude test- 
ing to show her interests and potentials for training 
for more skilled employment was in order. In these 
tests, she showed a high level of ability in clerical 
and secretarial subjects, and a plan was made with 
the patient that, after her convalescence, a business 
course would be started. This plan was agreed upon 
by the patient and the rehabilitation team of the 
medical consultant, cardiac surgeon, family physician, 
medical social worker, and rehabilitation counselor. 

Physical restoration was instituted, and a mitral 
valvuloplasty was performed. The division provided 
funds supplementary to hospital insurance and pro- 
vided, in addition, private nursing, surgeon’s and car- 
diologist’s fees, and postoperative office visits for after- 
care, The surgery was successful. When physically 
able, the girl matriculated at a business college in her 
home city, with the division paying her tuition. After 
two years of study, a responsible job as secretary and 
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receptionist was obtained. Four years later, she is 
happily employed in the same position and is leading 
an active social life, including dancing. 

Through the successful treatment of this girl and 
several other people, the services available through 
the division for people needing cardiac surgery soon 
became known to a number of surgeons and cardiolo- 
gists, medical social workers, hospitals, and heart asso- 
ciations. A steady stream of referrals to the division 
began, resulting in the acceptance, by December, 1955, 
of a total of 120 people for evaluation for cardiac sur- 
gery. One hundred one people were recommended for 
surgery and were operated on (a total of 102 opera- 
tions ), with the results that are reported in this study. 


Selection of Persons for Physical Restoration Services 


In the vocational rehabilitation agencies throughout 
the United States, the acceptance of a disabled person 
for service stems from two points of view; that of the 
vocational counselor, who has the over-all responsi- 
bility for eventual employment of the client, and that 
of the medical consultant, who on his evaluation of 
the disability, the diagnosis, and the extent of involve- 
ment makes the decision concerning the provision of 
physical restoration services. 

In the total group of people who were accepted for 
cardiac evaluation and surgery, when indicated, the 
chief medical consultant reviewed the preliminary 
medical and cardiologic examinations. He then recom- 
mended that the division provide the necessary medi- 
cal care in accordance with the vocational plan and 
the choice and preference of the person and his phy- 
sician, maintaining throughout the division’s standards 
for adequate medical care, hospital facilities, and con- 
tinuity of treatment. In several instances, family phy- 
sicians asked that the chief medica] consultant make 
the selection, in relation to diagnosis and type of 
evaluation and surgery, of the hospital and the physi- 
cians to whom the referral should be made. A number 
of patients were referred by physicians in parts of 
the state where this type of cardiac evaluation could 
not be given. 

The largest number of people in the total group, as 
well as in the study group, had rheumatic heart dis- 
ease, with mitral stenosis as the major lesion. The 
second largest number, particularly in the younger 
age groups, had congenital heart disease. Patients 
with these conditions have benefited greatly from 
advances in cardiac surgery and now have a chance 
to lead more normal, more productive lives after sur- 
gery. Before cardiac surgery was well developed, 
many of these patients died at an early age or were 
complete invalids. 

Of the 120 cases accepted, most of the people re- 
ceived several days of evaluation in the hospital under 
the physical restoration program, with studies includ- 
ing fluoroscopy, roentgenography, electrocardiography, 
and, when indicated, cardiac catheterization and pul- 
monary function tests. In many Cases, the surgeon and 
cardiologist together evaluated the person’s condition 
in hospitals and cardiac clinics. 

There were 18 individuals who did not have sur- 
gery. Three died before the recommended operations 
could be performed. One man had been operated on 
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two years before and now needed hospitalization for 
medical treatment. Three, all of whom had congenital 
heart disease of various types, declined to undergo 
the operations advised. The physical conditions of 
three others (one man and two women) were con- 
sidered too good for surgery to be necessary. A year 
later the man’s condition was reevaluated and sur- 
gery was performed. This case is in the study group. 
The two women were advised to increase their ac- 
tivities, which had been unnecessarily limited, and 
were put on a medical regimen. Five men and three 
women were told either that operations would not 
help them or that no operation had yet been devised 
that would benefit their conditions. All but the three 
who died received medical advice concerning their 
physical limitations and future activities and were re- 
ferred to their family physicians for advice in their 
home communities. 


Description of the Group of One Hundred Two Cases 


Age and Sex.—The group included 71 women and 
30 men. One patient, a 22-year-old woman, is counted 
twice in total of 102 cases because she required a 


TABLE 1.—Diagnoses in 102 Cases of Heart Disease 


No. otf 

Diagnosis Cases 

Rheumatie Heart Disease............. ' 
Pure mitral ve ™ 
Mitral stenosis with other cardiac lesions ~ 3 
Mitral stenosis and aortic stenosis.... = | 


inde 
Patent ductus arteriosus ............. 


~ 


Coronary artery disease with argina pectoris ] 


repeat valvuloplasty two years after the first opera- 
tion. Their ages ranged from 18 to 60 years, with a 
median age of 37. More than 70% of the people were 
in the age group from 26 to 45. This period of life is 
normally one of great responsibility in work and par- 
ticularly in parenthood, when children are young and 
need special care. Forty-seven of the women (65% of 
all women in the study) were homemakers and, in 
most instances, mothers of young children. In the 16- 
to-35-year age group, there were 66 women and 22 
men. Forty women and 7 men were between the ages 
of 26 and 35; 26 women and 16 men in the 36-to-45- 
year age group. 

Source of Referrals.—Hospitals and clinics, including 
staff physicians and medical social workers, made re- 
ferrals in 46 of the 102 cases and private physicians 
in 40. Nine people were referred to the division by 
chapters of the Massachusetts Heart Association and 
three by an employer. One patient learned of the serv- 
ices offered by the division through publicity, and 
three were referred from other sources. 

Diagnoses.—As will be seen from table 1, 88 of the 
patients who underwent surgery were given a diag- 
nosis of rheumatic heart disease; 50 of these had mitral 
stenosis only (table 1). 
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Preoperative Status of Patient.—It has been the pol- 
icy of the medical consultants in the Massachusetts 
Division of Vocational Rehabilitation not to accept 
for surgery patients with acquired heart disease in the 
functional classification 1 (according to the classifica- 
tions of the New York Heart Association accepted by 
the American Heart Association). The one patient 
listed in class 1 had congenital heart disease. (Twenty- 
three of the 102 patients were in functional classifica- 
tion 2, 72 in classification 3, and 6 in classification 4. ) 

As would be expected, the largest number of cases 
were in functional category 3 preoperatively, which 
includes patients who require marked limitation of 
activity. These patients are comfortable at rest, but 
less than ordinary activity causes fatigue, palpitation, 
dyspnea, or anginal pain. According to Ellis and Har- 
ken,° this classification, which is an indication of work 
tolerance, improved postoperatively in a majority of 
the 500 patients in their study. 

Surgeons and Hospitals.—A total of 102 operations 
were performed by eight surgeons in the following 10 
Massachusetts hospitals: 27 in the Peter Bent Brigham 
Hospital, Boston; 25 in Mount Auburn Hospital, Cam- 
bridge; 23 in the Massachusetts General Hospital, Bos- 
ton; 9 in Malden, 6 each in the Children’s Medical 
Center, Boston, and Boston City Hospital; 2 in New 
England Center Hospital, Boston, and 1 each in the 
Carney and New England Deaconess hospitals, Bos- 
ton, and in Salem Hospital, Salem. 

Costs.—The division provided physical restoration 
to these people because they were in financial need. 
In determining financial need, resources available to 
the patients had to be explored. A person who is re- 
ceiving assistance from a public welfare agency would 
also receive his medical care from this source, al- 
though vocational counseling, guidance, and _place- 
ment could be provided by the division. This program 
is a boon to people with marginal incomes that have 
been depleted by medical expenses incidental] to heart 
disease as well as other disabilities. Many people can 
manage in their budgets a payroll deduction of a few 
dollars a month for hospital insurance. Sometimes the 
premium is paid by the employer, shared by employer 
and employee, or paid completely by the employee. 
When hospitalization is needed, the hospital’s requir- 
ing a deposit of $300 for private nursing and blood 
transfusion may make the difference between the per- 
son’s having to borrow from a loan company or 
his applying for public welfare. In the case of the 
breadwinner in the family, who may have been ill 
for weeks, employed part time, or receiving sickness 
insurance, cardiac surgery and its attendant long con- 
valescence is an expensive proposition. Whatever sav- 
ings the family may have been able to gather, even 
if the breadwinner has been employed full time, may 
have been used up through long illnesses or will have 
to be used for the living expenses of the family during 
his hospitalization and convalescence. 

In the case of the homemaker whose husband is 
well and earning, there may have been heavy expense 
for medical care and drugs, for help in caring for the 
children or placing them in a foster home, or for an- 
other person to do the housework that the mother has 
been unable to do. The single man or woman with a 
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history of illness for many weeks who has been sup. 
porting himself, perhaps by part-time work, also ha; 
a problem of expense. He may have an apartment fo; 
which rent must be paid during illness, no family to 
turn to during the convalescent period, and, perhaps, 
no job to which to return. These groups were eligible 
for service, first, because of the reasonable expectation 
that rehabilitation services would restore work capac. 
ity and, second, because of economic need for medi- 
cal care. 

The average cost per case to the division for physi- 
cal restoration services in these 102 cases was $392.53, 
with a total cost of $40,038.76 for the group. Costs 
ranged from under $100 to more than $1,000. The 
variation in the costs is accounted for by the fact that 
approximately half the people had hospital and/or 
medical insurance. In many instances, the division 
supplemented insurance up to the amount paid per 
day for ward service; in some, help with private nurs- 
ing only; in still other cases, payment for hospitaliza- 
tion, surgical and medical care, anesthetist’s fee. 
convalescent care, medication after returning home. 
and follow-up visits by family physician and cardiac 
surgeon or clinic visits. The average cost of physical 
restoration per case for the group with insurance (50 
cases) was $264.32 and for those without insurance 
(52 cases) $515.82. Total costs for the group having 
insurance were $13,216.16 and for that having no in- 
surance, $26,822.60. The costs for hospital service for 
the group without insurance are lower than would 
be expected because of the statutory limitation on per 
diem payments to hospitals. The hospitals were ex- 
tremely generous and cooperative in accepting these 
patients at a loss that cannot be estimated. Since 
Jan. 1, 1955, however, the statutory all-inclusive per 
diem rate to be paid to hospitals by the state has been 
calculated on a more equitable basis. 

If a verson were charged for his medical care as a 
semiprivate patient with no insurance and if there 
were no complications, the cost would be approxi- 
mately $1,000. When one considers loss of wages, 
cost of foster home placement for children, or cost 
of having a housekeeper in the home, the expenses 
mount. 

Of all the services of the division, “basic financial 
assistance for medical care can be the most important 
contribution, to the cardiac patient’s security and to 
family stability. ... When financial insecurity is added 
to all the other difficulties of this type of illness, all 
problems are intensified.” * 


Results 


Of the 101 people (one person operated on twice) 
who had cardiac surgery between April, 1952, and 
December, 1955, 74 were working when their case 
records were closed; 15 were convalescent, under 
treatment, or in vocational training for a job; 2 were 
not helped by operation; and 10 had died. 

Let us first examine the therapeutic failures in this 
group. The 10 deaths represent 9.9% of the total 
group. Four men and six women, ranging in age from 
32 to 54 years, died. Nine of the patients who died 
had rheumatic heart disease: two pure mitral stenosis 
and seven mitral stenosis plus other cardiac lesions. 
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The 10th patient who died was the only person with 
coarctation of the aorta in the entire group, and this 
was the only death from congenital heart disease. The 
patient Was a woman of 41 years of age who died at 
the time of operation. Five of the deaths should be 
classified as operative mortalities, since the patients 
died within 14 days of operation. The other five pa- 
tients lived from 3'2 to 16 months after surgery. One 
of these cases (A. K.) has been previously reported.” 
The two persons who survived operation but who were 
not helped were a 54-year-old man who had a peri- 
cardiectomy for constrictive pericarditis and a 37-year- 
old man who had primarily mitral regurgitation. 

The 89 people who can be considered operative 
successes may be divided into two groups, the 74 who 
had gone to work by the end of the study (Decem- 
ber, 1955) and the 15 who had not. Of the 15 who 
were not at work, there were 8 whose operations were 
performed after September, 1955, and who were con- 
valescent or under treatment in the hospital at the 
end of the study. Four were receiving vocational train- 
ing for first employment or for more suitable employ- 
ment and were in good enough physical condition to 
be able to go to school every day or to on-the-job 
training. Two of the four were young people with 
diagnoses of tetralogy of Fallot who had specialized 
instruction for their elementary and secondary school- 
ing and had never expected to be employed. The three 
remaining people in this group of 15 were deemed 
physically able to work, but for one reason or another 
they had not yet secured employment. 

Reintegration of the cardiac patient into the labor 
market depends largely on two factors—the physical 
condition of the patient and his emotional readiness 
for a job or for vocational training as a first step 
toward a job.” For the person who has had cardiac 
surgery with an excellent result, the vocational coun- 
selor will have a definite “work prescription,” giving 
the probable date for returning to work, how many 
hours he ean work, how much he can do, and a plan 
for gradually increasing his activity, from the cardiolo- 
gist and the cardiac surgeon. The homemaker is ad- 
vised to take on certain duties and given plans for 
rest periods. 

The therapeutic classifications prepared by the New 
York Heart Association are especially important to 
vocational counselors in placing people with heart 
disease in suitable employment. They offer a uniform 
terminology for interpreting data in relation to cardiac 
function and patient management that is needed by 
the personnel who are working with the cardiac pa- 
tient. 

In this group of patients, the experience has been 
that they have been eager to resume active, productive 
lives; those with lack of motivation have been the ones 
whose convalescence was, of necessity, longer than 
that of the average person, with perhaps a longer 
period of diuretic therapy, more medication, and lim- 
ited activities. 

One case, in particular, emphasizes the importance 
of attempting to rehabilitate patients to employment 
as soon as possible after surgery. A 45-year-old man 
was told he would be unable to work for approxi- 
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mately a year after mitral valve surgery. Now, more 
than two years after operation, he appears to have 
lost motivation, to be afraid of increasing activity, and 
to be willing to live with his parents and receive pub- 
lic assistance for himself and his son. A complete study 
at the Cardiac Work Classification Unit of the Massa- 
chusetts Heart Association was recommended after 
discussion of the situation by the cardiac surgeon, 
medical consultant, medical social worker, and rehabil- 
itation counselor. The consensus of the team at the 
unit comprising a cardiologist, counselor. and medical] 
social worker was that this patient was definitely em- 
ployable in a position not involving heavy lifting ( over 
15 to 20 Ib. ), stair-climbing, or walking any distance. 
The chief deterrent to employment was considered to 
be, even before his operation, his anxiety about his 
condition, neurocirculatory asthenia, and lack of em- 
ployment since 1952. The patient himself did not think 
that he could work more than from three to four hours 
a day. The unit staff suggested that, if possible, he be 
started on a part-time program by the division, but the 
unit believed that he could well work his tolerance 
up to eight hours a day. They also believed that it 
would be possible for him, with encouragement, to 
get into the city by regular transportation, although 
he was overfearful about this. After receipt of the 
evaluation of the unit, the rehabilitation counselor 
found leads for two part-time jobs, each of which 
seemed ideal for the patient to gradually return to 
full-time employment. The patient investigated one 
job, that of food checker in a restaurant, and he 
thought it would be too tiring. He was ill with a cold 
when he was to report for an interview for the other 
job and informed no one of his inability to keep the 
appointment. The counselor feels that a socia] agency, 
in collaboration with his doctor, the public welfare 
worker, and the counselor himself, might be able to 
help this man to accept his recovery from serious ill- 
ness. A combined effort may influence the man toward 
making a realistic approach to the future and may 
motivate him to take up the reins of his own life. 

Length of Time Between Dates of Operation and 
Return to Work.—The 74 people who are now working 
are the core of our study and the ones who are called 
“rehabilitants” by the division. The number of months 
between operation and return to work ranged from 
1 to 22. The median number of months was five. Forty- 
six (61.3%) of the group who had gone to work did 
so less than six months after surgery. 

Occupations of Rehabilitated Persons.—An analysis 
of table 2 shows that the occupation of 37 rehabilitat- 
ed persons is homemaking, while 37 are wage earners 
who travel daily to their jobs outside their homes. 
Nearly 58% of the 19 men who have gone to work 
after operation earned $60 or more a week when they 
were classified on the case records as “rehabilitated.” 
Of the 18 women holding paying jobs, the average 
weekly wage was $38.11. It can be assumed that the 
wages of the 11 people who were working in new jobs 
would be higher as time went on. 

It is of particular interest that of the 37 people who 
were back at work, 26, or 70.3%, returned to the jobs 
held before surgery. Only two were refused reemploy- 
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ment by their former employers. One man was refused 
because the plant physician said that there was no 
“light work” at the plant, although the counselor and 
the cardiac surgeon felt sure that some work adjust- 
ment could have been made; after refusal, the other, 
a 20-year-old man, became far better and more ad- 
vantageously employed in a new job through the help 
of the rehabilitation counselor. Three changed to new 
jobs, one was given vocational training by the divi- 
sion, and five, all women who had never been em- 
ployed before surgery, went to new jobs. These figures 
are unlike those of a previous study,’ but this may be 
due to the fact that the people were in better physical 
condition after surgery and had the help of the coun- 
seling, guidance and placement services of the rehabili- 
tation counselors of the division. 


TaBLe 2.—Occupations Held by Seventy-four 
Rehabilitated Persons 


Men Women Total 


Protessional and ‘ 


Occupations 


1 
Clerical and allied 10 
Gules SHA OCCUPATIONS, 4 
1 
1 
Press section chief 1 
2 
1 


Patients in Vocational Training After Cardiac Sur- 
yery.—At the date of this study, four of the group are 
receiving vocational training after recovery from sur- 
gery. Since vocational training and education are basic 
services cf the division and especially germane to the 
whole philosophy of vocational rehabilitation, it may 
be of interest to present briefly the characteristics of 
these people. They are all young adults; two had 
mitral valvuloplasty, and two were operated on for 
tetralogy of Fallot. These two one can practically say 
were “born again.” Both had been very limited in their 
physical activities, and one had had a home teacher 
and never attended school. The other had been trans- 
ported by special bus to a class for handicapped 
children. After the operation, their recoveries were so 
good that, while they and their families had once 
envisioned invalidism for their whole lives, one is 
now in business college and the other in on-the-job 
training in photography, and both are using public 
transportation. For the homemakers, the work-simpli- 
fication courses of the Massachusetts Heart Associa- 
tion have been used, wherever available, as vocation- 
al training and job adjustment. Two of those who 
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went to work, including the first patient of the division, 
discussed above, had completed vocational training 
provided by the division. 

The figures quoted by the federal Office of Voca- 
tional Rehabilitation concerning the productivity of 
the handicapped worker who has received service 
from the state vocational rehabilitation agencies are 
proof of these programs’ value. It is estimated that, for 
every dollar spent by the vocational rehabilitation 
agencies for service, $10 is returned in taxes to the 
government by the person during his working life. 


Summary and Conclusions 


In the review of the first 102 operations on 10] 
patients with heart disease who were provided physi- 
cal restoration services in the form of cardiac surgery 
by the Massachusetts Division of Vocational Rehabili- 
tation between April, 1952, and Dec. 31, 1955, the 
following facts have been established: Approximately 
75% of this group are at work within a reasonably 
short period (median of five months from date of cp- 
eration). Approximately 15% are expected to go to 
work in the near future. Despite the general impres- 
sion that employment of cardiac patients presents seri- 
ous problems in rehabilitation, heart disease is not an 
insurmountable obstacle to employment. 

The Massachusetts Division of Vocational Rehabili- 
tation has been instrumental in alleviating the finan- 
cial problems imposed by cardiac surgery and added 
to those of preexisting chronic illness. Many individ- 
uals and families have been spared from applying for 
public assistance for medical care by these services. 
These commendable results have been accomplished 
through the cooperation of many agencies and individ- 
ual physicians with the staff of the Division of Voca- 
tional Rehabilitation. 

Case studies illustrate the intrinsic value of voca- 
tional training, in school and on the job, and place- 
ment in employment consistent with the capacities and 
abilities of the individual. Many persons requiring 
cardiac surgery are good candidates for the services 
of the vocational rehabilitation agencies in Massachu- 
setts and other states. 


200 Newbury St. (16) (Mrs. Oates). 


Dr. Herbert S. Lombard and Mrs. Barbara A. Winchieii of 
the Division of Cancer and Chronic Diseases, Massachusetts 
Department of Public Health, helped with the statistical analysis 
of the results. 

References 


1. Olshansky, S.; Friedland, S.; Clark, R. J.; and Sprague, 
H. B.: Survey of Employment Policies as Related to Cardiac 
Patients in Greater Boston, New England J. Med, 2433506- 
510 (Sept. 22) 1955. 

2. Editorial, J. Rehabil. (May-June) 1955. 

3. Ellis, L. B., and Harken, D. W.: Clinical Results in 
First 500 Patients with Mitral Stenosis Undergoing Valvulo- 
plasty, Circulation 113:637-646 (April) 1955. 

4. Morris, E.: Heart Disease in the Aduit, Proceedings: 
Social Workers Institute on Heart Disease, Public Health News, 
New Jersey State Department of Health %43383-390 (Oct.! 
1954. 

5. Dalton, J. C.; Williams, B.; and Atkins, L.: Staphylococcal 
Endocarditis After Mitral Valvulotomy: Report of 1 nree Cases, 
New England J. Med. 2%343:205-210 (Feb. 2) 1956. 

6. Sosman, M., and others: Symposium on Diagnosis and 
Treatment of Mitral-Valve Disease, New England J. Me-. 
254:825-837 (May 3) 1956. 


¥..1. 2 


tl 
a 
d 
S| 
h 
a 
le 
a 

a 
he 
19 
no 
ax 
no 
ce 
| tre 
tel 
on 
axl 
| ap 
er: 

in 
Th 
(fi 
ble 
wa 
the 
Cal 
( 
bot 
Shi 
dec 
eru 
clo: 
axil 
upy 
lym 
epi 
sinc 
bot 
sone 
mol 
stuc 
nod 
I 
Stic 
typ 
we 
F 
Yorl 


Vol. 164, No. 10 


GRANULOMATOUS REACTIONS TO DEODORANT STICKS 


Charles Sheard Jr., M.D., Frank E. Cormia, M.D., Samuel C. Atkinson, M.D. 


Edward L. Worthington, M.D., New York 


Recently, four patients with peculiar granulomas in 
the axillas have been seen. Clinically the eruptions 
were characterized by a scattering of nodules in the 
axillas. Individual nodules were 3 to 6 cm. in diameter, 
dome-shaped, pinkish to brownish in color, and smooth- 
surfaced. No vesicles were present. All four patients 
had been using a deodorant stick which contains, in 
addition to the usual ingredients, sodium zirconium 
lactate. Because of the unusual nature of this disorder, 
a brief summary of the cases is given. 


Report of Cases 


Case 1.—A 52-year-old man was seen on May 8, 1956, with 
a papular eruption in the axillas of two months’ duration. He 
had been using a well-known deodorant stick since November, 
1955. On examination, some 20 to 30 small, dome-shaped 
nodules, smooth and mildly erythematous, were noted in the 
axillas. X-ray treatment with 675 r and other local therapy was 
not effective. Biopsy disclosed a granuloma with epithelioid 
cells, some giant cells, and a lymphocytic infiltrate. Subsequent 
treatment with dry ice produced improvement, though some 
tendency to local recurrence was observed. 

Case 2.—A generally healthy 41-year-old woman was seen 
on July 7, 1956, because of mildly itching papules in the 
axillas. The lesions were of two months’ duration and had 
appeared after the use of a deodorant stick for some three 
months, The axillas were the site of many small, discrete, mod- 
erately raised, flat-surfaced to dome-shaped nodules, brownish 
in color. They were remarkably like sarcoid nodules (fig. 1). 
The biopsy specimen showed a foreign body type of granuloma 
(fig. 2). Photospectrometry of the tissue disclosed no discerni- 
ble zirconium (to 1:3,000 of a 1% dilution factor). The patient 
was given x-ray treatment with 450 r without benefit; later 
there was marked improvement after treatments with solid 
carbon dioxide. 

Case 3.—A generally healthy 17-year-old woman had been 
bothered with a bilateral axillary eruption since January, 1956. 
She had severe hyperhidrosis, for which she had been using a 
deodorant stick for three months prior to the onset of the 
eruption. Initially, the eruption was dermatitic, with secondary 
infection, but small papules developed in March and have 
persisted to the time of writing. On examination, multiple, 
closely-set, pinkish, lichenoid papules were present in both 
axillas. The biopsy finding was that of a granuloma in the 
upper half of the cutis. It was composed predominantly of 
lymphocytes, with considerable plasma cells and a_ sparse 
epithelioid cell infiltration. 

Case 4.—A 28-year-old woman had used a deodorant stick 
since March, 1956. A pruritic papular eruption was noted in 
both axillas in June. The pruritus was relieved by hydrocorti- 
sone ointment, but the nodules remained unchanged for four 
months. The apex of the axillas and surrounding areas were 
studded with pinkish, smooth-surfaced papules and small 
nodules. Biopsy was not performed. 


Composition of Deodorants 


Prior to the introduction of zirconium in deodorant 
sticks, granulomatous nodular reactions to the various 
types of underarm deodorants and antiperspirants 
were not seen. Perfumed underarm deodorants and 
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® Cutaneous lesions in the axilla were observed in 
one man aged 52 years and three women aged 41, 
28, and 17 years. The lesions were papular or 
nodular in gross appearance; on microscopic exami- 
nation of biopsy specimens obtained from three of 
the patients the lesions were found to have a granu- 
lomatous structure containing epithelioid and giant 
cells and infiltrated with lymphocytes. In each case 
the patient had been using a deodorant stick con- 
taining sodium zirconium lactate. Therapy with solid 
carbon dioxide was moderately effective. 


antiperspirants are available in liquid, cream, and stick 
form. The active constituent of the liquid deodorants 
is usually an antibacterial agent such as hexachloro- 
phene or bithionol, Liquid antiperspirants, however, 
contain an astringent aluminum salt. Hexachlorophene 
has been incorporated also into various detergents, 
such as caked soaps and Phisohex. 

The deodorant creams also contain these antibac- 
terial agents, while antiperspirant creams contain 
aluminum salts. The base of the creams may be prima- 
rily lard or petrolatum or may be a modified oil in wa- 
ter emulsion base. Deodorant sticks of the Eau de 
Cologne type have been used extensively by persons 
without reaction for many years. These sticks are gels 
consisting of sodium stearate and alcohol, a plasticizer 
such as glycerine or propylene glycol, and a suitable 
nonsensitizing perfume. They usually contain hexa- 
chlorophene. 

Previous reactions to cream or spray deodorants 
have consisted of dermatitis, either erythematous or 
vesicular, or of an irritative type of folliculitis. The 
unbuffered astringent aluminum preparations have 
been the usual causative agents in spray deodorants; 
sensitization reactions to incorporated perfumes have 
been encountered. 

The increased popularity of deodorant sticks has 
resulted in the search for a new substance to replace 
aluminum salts. The aluminum compounds used ordi- 
narily for deodorant and antiperspirant action react 
with the sodium stearate in the stick to form insoluble 
aluminum stearate; this results in immediate destruc- 
tion of the gel. Recently, soluble salts of zirconium 
have been found to possess deodorant properties, Since 
they are compatible with soaps, they have been in- 
corporated in the soap-alcohol-gel deodorant stick. 

Zirconium 

Zirconium is a rarer element closely related in the 
periodic table to carbon, silicon, titanium, hafnium, and 
thorium. Simple zirconium ions do not exist, the ele- 
ment serving as the central atom or atoms in a large 


variety of anions and cations.’ Previous experience 
with medicinally used zirconium has been with the 
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insoluble zirconium oxide or carbonate in the treat- 
ment of poison ivy. Reactions to these preparations 
have not been noted.’ 

Zirconium is utilized as a deodorant in the form of 
a complex salt, sodium hydrogen trilactatozirconylate. 
More commonly the compound is called sodium zirco- 
nium lactate. The commercial material is known to 
contain from 1 to 2% hafnium. The deodorant action 
is probably due to the ability of zirconium to form 
insoluble complex compounds with many organic 


Fig. 1 (case 2).—Typical granulomatous nodules in axillas. 


substances, such as fatty acids and amine-like bodies. 
Definite antibacterial, astringent, and antiperspirant 
properties have not been demonstrated. Finally, the 
sodium zirconium salt may have a direct affinity for 
skin protein. Zirconium is a nontoxic element.’ Work- 
ers of one large company have been handling zirco- 
nium for some 40 years, and there has not been a single 
case of toxic reactions or inflammation. Moreover, 
zirconium compounds have been found to have a low 
toxicity for animals.* 

The deodorant stick responsible for the granuloma- 
tous lesions is essentially a soap-alcohol-gel, with ap- 
proximately 70% alcohol (95%), 7% sodium stearate, 
13% water, 1.4% carbitol, and 4 to 6% sodium zirco- 
nium lactate, with small amounts of perfume and hexa- 
chlorophene.® The exact composition of the deodor- 
ant stick indicated in this article is not known. How- 
ever, it contains sodium zirconium lactate, a soluble 
zirconium salt, which is supplied to the cosmetic man- 
ufacturer as a 40% aqueous solution. Since the only 
new ingredient in the deodorant stick has been the 
soluble zirconium salt, it is reasonable to assume that 
this may be the cause of the foreign body type of 
granuloma being produced. Blumenthal ° has suggested 
that sodium zirconium lactate may combine with the 
alcohol of the deodorant stick to form an organic salt, 
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which may produce the granulomatous reaction. It 
would seem also that zirconium in its soluble form 
may penetrate into the skin more readily than insol- 
uble zirconium preparations. 

X-ray fluorescence and optical emission spectroscopy 
(to 1:3,000 of a 1% dilution factor) were performed 
on fresh biopsy material and on specimens fixed in 
formaldehyde solution, but zirconium could not be 
identified. Sodium zirconium lactate was found read- 
ily in a contro] section which had been immersed in a 
44% aqueous solution of sodium zirconium lactate. It 
is possible that zirconium may combine with tissue 
constituents to form other compounds not detectable 
by the characteristic spectrum of sodium zirconium 
lactate. A search for such unknown compounds would 
involve extensive organized research by a_ physical 
chemist. 

Comment 

The present investigation has. failed to reveal how 
zirconium might penetrate into the dermis. Weber and 
co-workers,’ who have recently reported four cases 


» 


Fig. 2 (case 2).—Photomicrograph showing no important 
changes in the epidermis. In the upper cutis are closely-packed 
masses of epithelioid cells and many giant cells. These masses 
are separated by fibrous tissue, but the edges are not well- 
demarcated. Clusters of lymphocytes are present at the periph- 
ery of the epithelioid zone, and a few lymphocytes are scattered 
through the granuloma. 


similar to ours, suggested that the source of the granu- 
loma was probably the introduction of some substance 
into abraded areas produced by shaving the axillas. 
In the series of cases herein reported, however, abra- 
sion from shaving was a possible factor only in the 
three women; the male patient did not shave his axillas. 
Since the deodorant stick was rubbed with some pres- 
sure over the involved areas once or twice daily, it is 
possible that the causative agent was forced into the 
orifices of the hair follicles or sweat ducts and then 
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penetrated into the dermis. The question was not clari- 
fied by serial sections of an entire granulomatous nod- 
ule from the patient reported in case 1. There were no 
hair follicles in or immediately adjacent to the nodule. 
There was a single sweat duct which was dilated in the 
upper portion of the dermis. The duct did not appear 
to be ruptured, This observation is not conclusive, 
since all portions of the duct are not visualized on rou- 
tine serial sections. In case 2, the granuloma, while oc- 
curring diffusely in the upper and mid-dermis, sur- 
rounded a hair follicle. It is possible that zirconium 
may enter the skin through abrasions, follicular ori- 
fices, or sweat ducts. 

No statement can be made at this time as to the fre- 
quency of granulomatous reactions from deodorant 
sticks. In view of the widespread use of such sticks and 
the fact that the syndrome is not generally known, it is 
probable that the reaction may be relatively common. 


Summary 


There have been cases of an unusual granulomatous 
nodular eruption in the axillas after the use of a deodor- 
ant stick. It is believed that the reaction is due to so- 
dium zirconium lactate incorporated in the stick. 
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The name of the deodorant stick indicated in the article will 
be given on inquiry. 

Dr. G. Cohn, Baker Laboratories, Newark, N. J., supplied 
the spectroscopic analyses on fresh biopsy material and on 
specimens fixed in formaldehyde solution in the effort to 
identify zirconium. 
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CLINICAL NOTES 


POSSIBLE FETAL HEMORRHAGE INTO MATERNAL CIRCULATION 


REPORT OF TWO CASES 


Anne Borum, M.D., Herlan O. Loyd, M.D. 


and 


Timothy R. Talbot Jr., M.D., Philadelphia 


Although it has been known since 1866 (von Korber) 
that fetal hemoglobin is more resistant to denaturation 
by alkaline solutions than adult hemoglobin, it is only 
in the past few years that the measurement of fetal 
hemoglobin has been shown to have clinical signifi- 
cance. At birth, the normal full-term infant has 50 to 
90% of its hemoglobin in the fetal form,’ and during the 
first two years of life this decreases gradually until the 
normal level for adults of less than 2% is reached.’ In 
certain pathological conditions, production of large 
amounts of fetal hemoglobin may continue throughout 
life, while in others there may be a temporary increase 
in fetal hemoglobin production. The fact that a new- 
born infant has a level of fetal hemoglobin much high- 
er than that of its mother makes it possible to identify 
the source of bleeding occurring during delivery, that 
is, whether it is of fetal or maternal origin. 

In 1954, Chown® following an observation made by 
Wiener * in 1948, reported a case in which a high level 
of fetal hemoglobin in the maternal blood soon after 


Assistant Instructor, Department of Pediatrics (Dr. Borum); 
Resident, Hematology Section, Department of Medicine (Dr. 
Loyd); and Assistant Professor of Medicine (Dr. Talbot), 
University of Pennsylvania. 


delivery suggested that the baby’s anemia was due to 
occult hemorrhage into the maternal circulation. The 
disappearance of fetal hemoglobin from the maternal 
circulation corresponded to the disappearance of D- 
positive cells. Chown concluded that approximately 90 
to 180 cc. of fetal blood had entered the maternal cir- 
culation some time before birth. We have recently en- 
countered two cases that appear to be similar to that 
reported by Chown and hope that additional observa- 
tions by other workers may be stimulated by this re- 
port. 

Case 1.—This patient, a Negro male, was the fourth child of 
a 36-year-old mother whose three previous pregnancies had 
been uneventful. The mother was group B, Rh positive (cDe), 
and had a negative serologic test for syphilis. In 1952, a spinal 
fusion had been done because of tuberculosis, and she received 
several blood transfusions at that time. She had been in good 
health during this pregnancy except for some edema and 
abdominal cramps during the last two months. The only medica- 
ments taken during pregnancy were aspirin, iron, magnesia 
magma (milk of magnesia), and codeine. After 40 weeks’ 
gestation labor occurred spontaneously, and a male infant 
weighing 3,416 Gm. (7 lb. 8% oz.) was delivered by vertex 
presentation with the mother under anesthesia with nitrous 
oxide and oxygen. There had been no vaginal bleeding prior 
to delivery, and there was no excessive blood loss during de- 
livery. The placenta was described as normal by the obstetri- 
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cian. The umbilical cord was wrapped twice around the infant’s 
neck, but it was not tight. There had been no evidence of fetal 
distress, but at birth the infant was noted to be in poor condi- 
tion, with a gray color and poor muscle tone. Respirations were 
normal after an apneic period of 30 seconds, and the baby’s 
color improved slightly. After 12 hours the baby still appeared 
pale and limp. There was no hepatosplenomegaly and no 
jaundice or petechiae. Blood studies on the baby at this time 
showed a hemoglobin level of 9.4 Gm. per 100 cc., 2,600,000 
red blood cells per cubic centimeter, 15 nucleated red blood 
cells per 100 white blood cells, 9% reticulocytes, and 20,200 
white blood cells per cubic centimeter. The baby’s blood was 
group O, Rh positive (cDe), and the direct Coombs test was 
negative. 

A blood transfusion of 45 cc. of blood cross-matched by the 
Coombs technique was given at 24 hours, after which the 
hemoglobin level was 11.6 Gm. per 100 cc. The baby did well 
after this and was discharged on the seventh day. A bone 
marrow biopsy done before discharge showed increased ery- 
thropoiesis and normal granulopoiesis. The case has been fol- 
lowed for six months, and the baby has continued to do well, 
with a normal hemoglobin level. 

In attempting to explain this infant’s anemia, we have been 
forced to exclude Rh incompatibility because both mother and 
baby have the same Rh type (cDe) and ABO incompatibility 
because of the blood groups (mother B, baby O). In addition, 
the direct Coombs test on the baby’s blood and the indirect 
Coombs test on the mother’s blood were negative. The clinical 
and hematological picture as well as the subsequent course 
could be explained by hemorrhage at, or prior to, birth. Since 
no abnormal bleeding was observed by the obstetrician, it was 
postulated that occult bleeding might have occurred into the 
maternal circulation. In an attempt to prove this, a determina- 
tion of fetal hemoglobin was performed on the mother’s blood 
two days post partum, and a value of 6.6% was obtained. In 
our laboratory, with use of the method of Singer and co- 
workers,” values over 2% are considered abnormal. The hemo- 
globin concentration of the mother’s blood was 10 Gm. per 
100 cc. both before and after delivery, and her blood smear 
revealed no target cells or other evidences of a hemoglobinopa- 
thy. Hemoglobin electrophoresis showed a normal, or A-A, 
pattern, Two weeks post partum her fetal hemoglobin value was 
3%, and by six weeks postpartum it was 1.5%. 

Case 2.—This white male was the first child of a 26-year-old 
mother who was in good health. She gave a history of rheumatic 
fever in childhood. The mother was group A, Rh positive 
(cDE), and had a negative serologic test for syphilis as well as 
a negative indirect Coombs test. Medication during pregnancy 
had been limited to calcium and vitamins, After 38 weeks’ 
gestation, a 2,920-Gm. (6 Ib. 7 oz.) male infant was delivered 
by vertex presentation. There was no excessive bleeding before 
or during delivery, and no abnormalities of the cord or placenta 
were noted. At the age of 6 hours the baby was noted to be 
limp and pale, with a poor Moro embrace reflex. There was no 
hepatosplenomegaly, jaundice, or petechiae. The hemoglobin 
level was 5.8 Gm. per 100 cc., there were 1,500,000 red blood 
cells per cubic centimeter, 1,270 nucleated red blood cells per 
100 white blood cells, 30% reticulocytes, and 9,600 white blood 
cells per cubic centimeter. The baby’s blood type was O, Rh 
positive (cDE), and the direct Coombs test was negative. A 
transfusion of 45 cc. of blood was given by the umbilical vein, 
and the baby did well subsequently. Although there had been 
no jaundice prior to transfusion, the baby developed jaundice 
after transfusion, with a bilirubin level of 10 mg. per 100 cc., 
at 37 hours and 12 mg. per 100 cc. at three days. After the 
third day the bilirubin level gradually fell to normal. Two blood 
samples from the mother and baby showed no abnormal anti- 
bodies. 

A post partum blood sample from the mother showed a fetal 
hemoglobin content of 10%. Her total hemoglobin level was 
12.5 Gm. per 100 cc., and her blood smear was normal. Be- 
cause of severe postpartum bleeding she was transfused one 
week after delivery, so that her fetal hemoglobin level could 
not be followed. However, three months after transfusion her 
fetal hemoglobin level had fallen to 1.8%, Electrophoresis in 
this patient gave an A-A pattern. 
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Comment 


In considering these two cases we must attempt to 
explain the anemia in the infants and the increased 
fetal hemoglobin value in the mothers. In neither case 
was there vaginal bleeding prior to or during delivery, 
nor was there any evidence of hemorrhage in the neo- 
natal period. Erythroblastosis fetalis was ruled out in 
both cases by the blood groups and types (mother B 
and baby O, both cDe in case 1; mother A, cDE and 
baby O, cDE in case 2) and by the fact that immuno- 
logical studies failed to reveal any incompatibilities. 
Both infants have done well since transfusion and 
show no signs of hematological disease. 

The fetal hemoglobin in the maternal circulation 
could have had a maternal or a fetal source. History, 
physical examination, inspection of the peripheral 
smear, and hemoglobin electrophoresis in both mothers 
showed no evidence of hemoglobinopathy. In both 
cases the fetal hemoglobin level returned to normal 
after delivery. 

The question may be raised whether these women 
responded to some stress, perhaps pregnancy itself or 
severe anemia in the fetus, by the temporary produc- 
tion of fetal hemoglobin. Rucknagel and Chernoff,’ in 
1955, reported the occurrence of a higher than normal 
level of fetal hemoglobin in the circulation of 10 of 91 
pregnant women. This high level, which never exceed- 
ed 2%, occurred during the second trimester of preg- 
nancy and fell rather rapidly to normal during the last 
three months. The authors postulated that this increase 
is physiological, perhaps due to a “stress” mechanism. 

The levels of fetal hemoglobin in our patients were 
higher than those reported by Rucknagel and Chernoff 
and occurred post partum, and we feel that they can- 
not be explained on the basis of stress on the maternal 
erythropoietic system. We believe that “bleeding” of 
the fetus into the maternal circulation, as suggested by 
Chown,” is the most logical explanation of events in our 
cases and feel that this type of fetal hemorrhage should 
be considered when an anemia of the newborn infant 
cannot be explained by the normal clinical or hemato- 
logical criteria. 


3400 Spruce St. (4) (Dr. Borum). 


Dr. Neva Abelson, Childrens Hospital, Philadelphia, per- 
formed the tests for incompatibility. 
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TEMPORARY BYPASS FOR REPAIR OF ANEURYSMS OF THE AORTIC ARCH 


George Schimert, M.D., Calvin Y. Hadidian, M.D. 


Otto C. Brantigan, M.D., Baltimore 


The logical treatment of aneurysms consists of ex- 
cision and the restoration of the normal blood flow. 
Such a procedure requires temporary occlusion when- 
ever lateral aneurysmorrhaphy is not feasible or vessel 
segments have to be replaced by homografts. Although 
the cross-clamping of many major vessels or even of 
the abdominal aorta is well tolerated, the temporary 
occlusion of the aorta at higher levels is dangerous be- 
cause of anoxemia in the tissues distal to the obstruc- 
tion. In view of the fact that the central nervous 
system is the most vulnerable part, it would seem pre- 
ferable to maintain circulation in the common carotid 
arteries and thoracic aorta at all times during oper- 
ation. Thus, the surgical management of aneurysms 
involving the aortic arch represents a specific problem 
and necessitates in certain cases a complete diversion 
of blood flow during the period of aortic obstruction, 
provided this can be done without great technical dis- 
advantages. 

Experimentally, several methods have been designed 
for this purpose. Carrel * has diverted the blood flow 
through a paraffined glass tube, either placed tempo- 
rarily within the aorta or connecting the left ventricle 
with the descending aorta. Lam and Aram * have used 
a Lucite tube as a temporary conduit during placement 
of the aortic grafts while clamping the vessel. Schafer 
and Hardin * and Clatworthy and Varco* have by- 
passed the aortic blood flow through polyethylene 
tubes during insertion of grafts. Stranahan and co- 
workers ° diverted the aortic blood flow through a Ty- 
gon tube shunt of large caliber that was applied from 
the side. Mahorner and Spencer ° applied homologous 
shunt grafts around a segment of the aorta to be re- 
moved, with subsequent resection of the intervening 
portion. Other authors’ have lowered the metabolic 
rate by refrigeration to avoid neurological damage. 


Experiments in Dogs 


In our earlier experiments, frequent paraplegia or 
death from irreversible shock during prolonged cross- 
clamping of the thoracic aorta occurred. In a series of 
20 dogs, in which segments of the aorta were replaced 
just distal to the subclavian artery, death or para- 
plegia supervened whenever the aorta was occluded 
for a period longer than 30 minutes. In a later series 
of five dogs in which the anastomosis was accom- 
plished within 16 minutes, no postoperative shock or 
neurological changes were noted. Thus, it became ob- 
vious that the successful solution of the problem of 
prolonged procedures on the circumference of a blood- 
less aortic arch and thoracic aorta must combine the 
following factors: adequate blood supply, wide ex- 


From the Department of Surgery, University of Maryland 
School of Medicine, and the Baltimore City Hospitals. Dr. 
Schimert is now in Minneapolis. 


posure, direct vision, dry field, permissible time in- 
terval, and successful and fast intercalation of the 
bypass. 

We have developed a shunt consisting of a Tygon 
tube with a nut mechanism which can be buttoned into 
the aorta easily at any level (fig. 1). Since this bypass 
serves as an end-to-side anastomosis, it allows the vis- 
ualization of the entire lumen of the vessel when in 
use. The connecting pieces which establish the shunt 
consist of a hollow screw with a flange, upon which 
a washer can be tightened down by a nut. When the 
bypass is being placed, a segment of the ascending 
aorta is partially occluded and the elliptic end-piece 
of the shunt is inserted into the vessel through a longi- 
tudinal slit reinforced by a purse-string suture. After 


Fig. 1.—A, insertion of bypass into left common carotid 
artery and ascending and thoracic aorta. B, insertion of shunt 
with nut mechanism into ascending aorta. C, insertion of 
shunt with nut mechanism into thoracic aorta. 


the shunt is safely within the lumen of the vessel, the 
purse-string suture is tied and the washer is gently 
screwed upon the wall of the vessel. 

The distal connection, which should be inserted first 
in order to avoid undue pressure upon the proximal 
shunt, is done in a similar way. Instead of using par- 
tially occluding clamps, the thoracic aorta can be ob- 
structed completely for the time of the insertion of the 
shunt. Before the tube is inserted, it should be rinsed 
with heparin sodium solution. When one end is con- 
nected, it is better not to fill the tube with blood but, 
by placing a clamp near the other end, to let the air 
inside the tube cushion the blood column with every 
pulse wave. Finally the air is allowed to escape through 
a special air vent or is removed by puncturing the 
Tygon tube with a 22-gauge needle. Although heparin 
was not administered systemically, no instances of 
clotting were observed within the tube or at the con- 
nections. 
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In the preliminary experiments carried out in this 
series, the shunt was used in 10 dogs, bypassing the 
blood flow from the ascending aorta to the descending 
aorta while cross-clamping the vessel just beyond the 
left subclavian artery for periods of one to three hours. 
There were no neurological changes or postoperative 
shock observed. Two dogs were lost because of lacera- 
tion of the aorta. After the necessary surgery has been 
performed, the shunt is removed by reapplication of 
the temporary occlusion clamps of either type and clos- 
ing of the vessel in the usual manner. 

As a result of these encouraging experiments, this 
shunt has been used successfully in one human being 
in the resection of a large 12-by-15-cm. aneurysm in- 
volving the ascending aorta, aortic arch, and the roots 
of the innominate and left carotid artery (fig. 2). In 


B 


Fig. 2.—A, anterior view of aneurysm. B, lateral view of 
aneurysm. 


this case the blood was diverted from the ascending 
aorta to the right common carotid artery and the de- 
scending aorta for a period of 55 minutes, with wide 
exposure and visualization of the intraluminal circum- 
ference of the entire arch in dry field. The circulation 
through the brain was maintained by intubation of the 
right common carotid artery connected by a Y-tube to 
the bypass. The diameter of the aortic bypass was 1 
cm. A 4-mm. tube was used to connect the right com- 
mon carotid artery. No brain damage or other neuro- 
logical or visceral changes were noted in the operative 
or postoperative period. 


Report of a Case 


This 51-year-old male was admitted to the hospital for 
investigation of a mediastinal mass accidentally found at routine 
chest roentgenography. There were no symptoms until a few 
days prior to admission, when he developed persistent bilateral 
shoulder pain. The history revealed a primary syphilitic lesion 
in 1916 for which the patient had received no treatment. 
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Serologic tests for syphilis were positive on different occasions 
in 1942, 1952, and 1953. The patient had received 8,500,000 
units of penicillin, apparently for recurrent tonsillitis, 

On fluoroscopic examination the mass in the upper anterior 
mediastinum appeared to be adjacent to the ascending aorta 
and showed pulsation synchronous with the cardiac silhouette. 


Fig. 3.—Retrograde aortogram showing opacification of an- 
eurysm and of both subclavian and carotid arteries. 


A retrograde aortogram, with sodium acetrizoate (Urokon 
sodium) used as the contrast medium, showed opacification of 
the aneurysm and of both subclavian and carotid arteries (fig. 
3). The aneurysmal wall appeared to be considerably thick- 


Fig. 4.—A, reconstruction of aortic arch in removing an- 
eurysm. B, reconstructed aortic arch, 


ened, Angiocardiographic studies showed the superior vena 
cava to be attenuated, deviated to the right, and partially 
obstructed, The venous pressure in the left arm was 28.4 cm. 
H.O, in the right arm 19.2 cm. H.O. 
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Upon exploratory thoracotomy a large saccular aneurysm of 
the aortic arch involving the origin of the innominate artery 
and the left common carotid artery was found. It was evident 
that lateral aneurysmorrhaphy could not be performed without 
interrupting the circulation in both common carotid arteries, 
thus depriving the brain of its entire blood supply. The use 
of a bypass was imperative in order to maintain the blood flow 
and at the same time allow prolonged procedure on the 
circumference of a bloodless aortic arch. 

On June 24, 1954, the patient was again subjected to 
operation through a transverse bilateral incision in the third 
interspace. The entire aortic arch, including the thoracic 
aspect, was exposed, The large vessels were isolated for a 
distance of about 1.5 in. A segment of the thoracic aorta 
just below the left subclavian artery was then excluded, 
and the distal end of the shunt was inserted through a slit and 
secured by a purse-string suture drawn tightly as the clamp 
was removed. The bleeding was controlled by the nut mech- 
anism, pressing the aortic wall tightly against the flange inside 
the aortic lumen. The proximal end of the tube was then 
inserted into the ascending aorta just above the aortic valve 
and a small side-arm was connected with the right common 
carotid artery (fig. 4). 

After the circulation was started through the tube, the 
aortic arch was cross-clamped with a noncrushing clamp prox- 
imal and distal to the aneurysm. The innominate, left common 
carotid, and left subclavian arteries were also occluded. The 
aneurysm was opened through its anterior wall. The laminated 
clot was evacuated and the entire aneurysmal wall excised 
down to the neck. Since the origins of the innominate artery 
and the left common carotid artery were composed of relatively 
good tissue, these were incorporated into the newly constructed 
aortic arch. 

The wall of the aorta was closed in two layers, one of in- 
terrupted mattress sutures of braided silk and a second layer 
of continuous suture of the same material. The blood flow to 
the aortic arch was released and the bypass removed, At the 
end of the procedure the aortic arch appeared of normal size 
and there was good pulsation in all its branches. 

The patient had an uneventful postoperative recovery, with 
the exception of a transient weakness of the left radial pulse 
and persistent paralysis of the right vocal cord caused by 
injury to the right recurrent nerve. He was discharged on the 
15th postoperative day. No neurological changes were noted 
immediately after the operation, nor have any been noted up to 
now. A retrograde aortogram performed eight weeks after the 
aneurysmorrhaphy showed an aortic arch of normal size and 
configuration, 

Summary 

It is possible, by means of a simple bypass, to carry 
out prolonged procedures on a bloodless aortic arch and 
thoracic aorta. Such a shunt was used successfully in 
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a 51-year-old male in the excision of an aneurysm of 
the aortic arch involving the great vessels. The entire 
blood flow of the ascending aorta was diverted to the 
common carotid artery and thoracic aorta for a period 
of 55 minutes, thus permitting the wide exposure of 
the lumen of the aortic arch to direct vision and a dry 
field. No cerebral or spinal cord damage was noted im- 
mediately or later in the postoperative period. The 
further use of this shunt is suggested during surgical 
procedures on the higher levels of the aorta, whenever 
temporary occlusion is not feasible. 


1627 Medicine Lake Dr., Minneapolis (Dr. Schimert). 
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Mental Disorder in the Aged.—Such terms as senility and senile psychosis do not give a clear 
impression of what is going on, either anatomically or functionally, The extent of cerebral athe- 
rosclerosis cannot be correlated with mental symptoms. Evidence has been collected to show 
that socio-psychologic stress is an important determinant in the initiation of mental deteriora- 
tion in the aged. Mental deterioration, qualified as to mild, moderate or severe, would seem a 
good working classification for use in dealing with the aged. It should be recognized . . . that 
the behavioral evidences of mental deterioration ebb and flow. We are too prone to hustle the 
mildly deteriorated patient off to a mental institution at the first aberrant sign. I was much im- 
pressed, on a recent visit to a large London County Hospital, to see how they handle this prob- 
lem in England. There are special wards, as part of the general hospital, with especially skilled 
attendants; the tempo is calmly geared down to the special wants of these patients. They are 
kept in these wards for as much as a year, or longer. More than half of these people are able 
to return to other wards in the hospital, or the homes of relatives when that can be arranged.— 
W. Hammond, M.D., Common Disorders of the Aged, Journal of the American Geriatrics So- 
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CUTANEOUS LEISHMANIASIS—CONFUSION WITH HISTOPLASMOSIS 
REPORT OF A CASE 


Zung-Pah Woe, M.D. 


and 


Hobart A. Reimann, M.D., Binghamton, N. Y. 


When exotic diseases are encountered, they often 
are unrecognized and ineffectively treated. Leprosy, 
plague, and epidemic typhus or Brill’s disease are 
well-known examples. In recent years, epidemic 
hemorrhagic fever, schistosomiasis, and leishmaniasis * 
have attracted attention in this respect in military 
personnel and others who return from endemic areas. 
The index of suspicion is low, and diagnosis may be 
difficult when months or years elapse between the 
time of infection and the appearance of signs or symp- 
toms, as may happen in typhus, leprosy, or leishmania- 
sis. This time interval often is called the incubation 
period.” However, it is more likely that the microbes 
lie dormant in the body until some precipitating cause 
favors their multiplication, pathogenicity, and the be- 
ginning of an incubation period. 


A healthy girl, aged 14, noticed a pimple on her chin that 
slowly grew larger. She requested its removal, but her physician 
demurred. After three months it measured 1 cm. in width and 
0.5 cm. in height. It was red, shiny, and surrounded by a 
narrow red areola. It was not tender and did not itch, but it 
was excised for cosmetic reason and sent to the laboratory for 
routine examination. Hemotoxylin-eosin stain was used. 

Histologically, the specimen was a dermal papule with 
superficial ulceration at the top surrounded by local pseudo- 
epitheliomatous hyperplasia. The dermis was thickened with 
proliferating histiocytes, arranged in anastomosing cords, and 
tuberculoid granulomas, with a few giant cells. The stroma was 
filled with lymphocytes and plasma cells. Many round and oval 
bodies about 2 u« in diameter were distributed focally in the 
histiocytes. Each had a clear membrane and a darkly stained 
round nucleus at one side. At first they were thought to be 
Histoplasma capsulatum because of the existence of histoplas- 
mosis in the community and current interest in the subject. 
However, solitary dermal lesions without other evidence of 
disease are unusual in histoplasmosis,* and the patient’s physi- 
cian was requested to send her to us for study. 

The patient, it was learned, was born in Italy and came to 
the United States a year ago. Her mother and an aunt in Italy 
were said to have had similar facial papules that were treated 
by injections and then vanished. These facts were clues to the 
correct diagnosis. 

On examination, there were no abnormalities other than a 
2.5-cm. scar on her chin. Roentgenography of the lungs, a skin 
test with histoplasmin, and laboratory studies including a com- 
plement-fixation test for H. capsulatum all gave negative results. 
Unfortunately, cultural studies could not be made on tissue 
already prepared for histological study. Sections of the nodule 
then were stained by Giemsa’s stain. Examined under the oil- 
immersion lens system, the intracellular bodies now revealed a 
dark rod-like kinetoplast, often tangential to the nucleus, 
characteristic of leishmania, as shown in the photomicrograph 
(see figure). Their presence, the patient’s former residence in 
an endemic area, and the behavior of the lesion led to the 
diagnosis of cutaneous leishmaniasis (oriental sore), Antigen 
for a complement-fixation test was unavailable. 

The lesion would have healed spontaneously or after specific 
therapy without excision, probably with a smaller scar, In one 
reported instance, there was a recurrence in a scar six months 
after a nodule was removed.* 


Associate Pathologist (Dr. Woo) and Medical Director (Dr. 
Reimann ), Binghamton City Hospital. 


Comment 


More than 30 cases of cutaneous leishmaniasis have 
been reported in the United States in persons who have 
lived in endemic regions.’ No doubt, more occur and 
are ignored or undiagnosed. Recognition may be 
obscured by the long period, often over a year, be- 
tween infection and the appearance of the papule. 
Unless special histological, cultural, and immunologi- 
cal studies are made, it may be impossible, at times, 
to distinguish cutaneous leishmaniasis from histoplas- 
mosis, tuberculosis, cat-scratch fever, tularemia, sar- 
coidosis, and other dermal granulomas. Diagnostic aid 
comes from knowing the region where a patient had 
lived and from the clinical behavior of the lesion. 

The circumstance reported here recalls in reverse 
Darling’s experience 50 years ago, when, during his 
search for leishmaniasis in Panama, histoplasmosis 
was discovered. A similar diagnostic problem arose 
about the case of a patient in Australia, remarkably 


Photomicrograph of section of tissue from cutaneous nodule, 
showing Leishmania bodies scattered in histiocytes. Giemsa’s 
stain (x 1,500). 


like ours, with a single papule on his chin.° Intracellu- 
lar ovoid bodies were present in the excised tissue. 
Leishmaniasis was considered, but a diagnosis of 
histoplasmosis was made, because that disease is indig- 
enous to Australia and leishmaniasis occurs only as 
an importation.’ In Panama, where both infections are 
endemic, Langsjoen observed 10 cases of cutaneous 
leishmaniasis in American soldiers.* The character- 
istic papules containing Leishmania tropica and 
the response to therapy with stibophen (Fuadin) 
made diagnoses easy, and histoplasmosis was not 
mentioned. 
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In contrast, Symmers in England described solitary 
histoplasmic dermal lesions in two persons who had 
come from Nigeria, where, as in Panama, both histo- 
plasmosis and cutaneous leishmaniasis are endemic. 
4 skin test with histoplasmin gave a positive reaction 
in one person but not in the other. An unusually large 
form of H. capsulatum, as noted in African cases 
observed by others, was seen in and cultivated from 
both lesions. It may represent a different species, H. 
duboisii.*° Evidently, histoplasmosis in some instances 
occurs as a solitary dermal papule and can be identi- 
fied only by laboratory methods. 


\ Summary 


A nodule developed on the chin of an Italian girl 
over a three-month period a year after she had left an 
endemic area of dermal leishmaniasis. Bodies re- 
sembling Histoplasma capsulatum were in the excised 
tissue. After the nativity of the patient and the nature 
of the lesion were associated, restudy of the tissue re- 
vealed the bodies to be characteristic of Leishmania, 
and a diagnosis of cutaneous leishmaniasis ( L. tropica ) 
was made. From other reports, it is evident that histo- 
plasmosis also may occur as a solitary dermal nodule 
and is easily confused with leishmaniasis and other 
granulomas unless special study is made. 


25 Park Ave. (Dr. Reimann). 
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COUNCIL ON DRUGS 


Formerly the Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL DRUGS 


Formerly New and Nonofficial Remedies 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 
reports of investigations. Applicable commercial names for preparations of evaluated drugs 
are listed at the end of monographs and parenthetically in the text of supplemental statements: 
additional commercial names of which the Council is informed will be included with subse- 
quently published supplemental statements and annual editions of New and Nonfficial Drugs. 


Ectylurea.—2-Ethy]-cis-crotonylurea.—The structural 
formula of ectylurea may be represented as follows: 


! 
CHaCHeC-C NH C NHe 
H-C-CHs 


Actions and Uses.—Ectylurea produces mild depres- 
sion of the central nervous system, an action it shares 
with other substituted urea compounds. In experi- 
mental animals, the drug exerts sedative effects from 
doses much lower than those required to produce 
hypnosis. It does not influence blood pressure, pulse, 
respiration, or gastric acidity and motility, nor does 
it produce skeletal muscle relaxation, analgesia, or 
anticonvulsant effects. Ectylurea is readily absorbed 
from the gastrointestinal tract, and approximately 
two-thirds of an orally administered dose appears in 


H. D. Kautz, M.D., Secretary. 


the urine as urea within 12 hours. The site of metabolic 
breakdown and the precise mechanism of action of 
this drug are not known. ! 

From pharmacological considerations, the potential 
clinical usefulness of ectylurea as a sedative but not 
as a direct hypnotic might logically follow. Thus, the 
drug has been employed as a mild neurosedative or 
calming agent in the treatment of simple anxiety and 
nervous tension. Although few well-controlled investi- 
gations have been reported, it is the clinical impression 
of most observers that the drug exerts mild tension- 
relieving effects. These effects have been reported 
in adults in all age groups and in hyperexcitable chil- 
dren with behavior problems. In some pediatric cases, 
daily administration of the drug has resulted in 
diminution of restlessness and irritability. The drug 
is not a hypnotic per se but may promote sleep in some 
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patients whose tension and anxiety are responsible 
for insomnia. Additional controlled clinical studies are 
necessary, however, to establish the ultimate useful- 
ness of ectylurea as a calming agent. There is no 
evidence that the drug is of any benefit in alcoholic 
patients or those with frank psychoses. 

On the basis of both laboratory and clinical reports, 
it would appear that the toxicity of ectylurea is ex- 
tremely low. It has been administered in doses far in 
excess of therapeutic levels without adversely affecting 
hepatic function or the hematopoietic, renal, or car- 
diovascular systems. The margin of safety and dosage 
range for sedation is high. In clinical studies, the only 
side-effect encountered to date has been a skin rash, 
which appears in considerably less than 1% of patients. 

Dosage.—Ectylurea is administered orally. The opti- 
mal dosage has not been firmly established; amounts 
ranging from 0.15 to 0.3 Gm. three or four times daily 
may be employed, apparently without appreciable 
risk of toxicity. 

Applicable commercial name: Nostyn. 


Ames Company, Inc., cooperated by furnishing scientific data 
to aid in the evaluation of ectylurea. 


Hydrabamine Phenoxymethy] Penicillin —Hydraba- 
mine Penicillin V.—A mixture of crystalline phenoxy- 
methyl! penicillin salts consisting chiefly of the salt of 
N,N’-bis-(dehydroabiety]) ethylenediamine, with small- 
er amounts of the salts of the dihydro- and tetrahydro- 
derivatives.—The structural formula of hydrabamine 
phenoxymethyl] penicillin may be represented as fol- 
lows: 


(CHa)2 CH CH(CHsle 


CHs 
CHe 


Actions and phenoxymethyl 
penicillin (hydrabamine penicillin V) has the same 
actions and uses as phenoxymethy!] penicillin. (See the 
monograph on phenoxymethy! penicillin in New and 
Nonofficial Remedies.) It is water-insoluble, and, as 
such, is used in the form of a stable, aqueous suspen- 
sion for oral administration. The salt dissociates in the 
gastrointestinal tract to release phenoxymethyl peni- 
cilln for prompt absorption, as indicated by the 
penicillin blood level pattern, which is similar to that 
obtained with phenoxymethyl penicillin or its sodium 
salt. Animal studies indicate that the hydrabamine 
base portion of the compound is chiefly unabsorbed 
when given by the oral route; up to 90% is recovered 
in the feces, with less than 1% found in the urine. Fecal 
excretion of the base is not influenced significantly by 
the normal intestinal flora. 

Dosage.—Hydrabamine phenoxymethy] penicillin is 
administered orally. The usual dose for acute infec- 
tions is 180 mg. (300,000 units) every four to six 
hours; subsequent dosage should be regulated accord- 
ing to therapeutic response. For continuous prophy- 
laxis in rheumatic fever, 180 mg. (300,000 units) is 
administered daily. A total of 180 to 360 mg. (300,000 
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to 600,000 units) a day in four divided doses for 10 
days should be given to patients with streptococcic 
infections who have had rheumatic fever or show 
signs of rheumatic heart disease. Although dosage 
may .be reduced for children according to age or 
weight, it is considered wise to give children a some- 
what higher dosage than strict ratios based en age or 
weight would suggest. Children 12 years of age or 
over will usually tolerate adult doses without ill-effects, 


Applicable commercial name: Compocillin-V Hydrabamine. 

Abbott Laboratories cooperated by furnishing scientific data 
to aid in the evaluation of hydrabamine phenoxymethy] peni- 
cillin. 


Potassium Phenoxymethyl Penicillin.—Potassium 
Penicillin V.—The structural formula of potassium 
phenoxymethyl penicillin may be represented as fol- 


lows: 


Actions and Uses.—Potassium als peni- 
cillin has the same actions and uses as phenoxymethyl 
penicillin. (See the monograph on phenoxymethyl 
penicillin in New and Nonofficial Remedies. ) 

Dosage.—Potassium phenoxymethy] penicillin is ad- 
ministered orally in the same dosage as that for 
phenoxymethy] penicillin. 


(CHs3)2 


Applicable commercial name: Compocillin-V Potassium. 
Abbott Laboratories cooperated by furnishing scientific data 
to aid in the evaluation of potassium phenoxymethy] penicillin. 


Testosterone Enanthate.—A*-Androstene-17-hep- 
tanoate-3-one.—The structural formula of testosterone 
enanthate may be represented as follows: 


OC(CHdsCHs 


Actions and Uses.—Testosterone enanthate has the 
same androgenic actions and uses as testosterone and 
its other esters. (See the general statement on testes in 
New and Nonofficial Remedies.) Administered as 4 
solution in oil, the drug exerts a prolonged action. 
After a single intramuscular injection, detectable ef- 
fects persist for a period of three to four weeks. Thus, 
testosterone enanthate is useful for androgen therapy 
when a prolonged action is desired. Its use is subject 
to the same precautions and contraindications as 
other androgenic agents. 

Dosage.—Testosterone enanthate is administered by 
deep intragluteal injection as a sterile solution in 
sesame oil containing 0.2 Gm. per cubic centimeter. 
The usual dosage ranges from 0.1 to 0.4 Gm. given at 
intervals of two to four weeks, depending on the con- 
dition being treated, prior androgen therapy, and 
individual response. For example, 0.2 to 0.4 Gm. every 
three to four weeks is considered adequate for the 
treatment of hypogonadism in the male. In crypto 
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chidism, doses of 0.1 to 0.2 Gm. every three to four 
weeks may be tried, providing no obstructive anatomic 
lesion exists. Single doses of 0.2 to 0.4 Gm. are injected 
to induce endometrial atrophy in menorrhagia; sub- 
sequently, doses of 0.1 to 0.2 Gm. one week before the 
expected onset of menstruation are administered. For 
postpartum breast engorgement and suppression of 
lactation, 0.1 to 0.2 Gm. is injected as soon as delivery 
is completed. The drug may be tried for the palliation 
of advanced mammary carcinoma; dosage should be 
adjusted according to response, but amounts of 0.2 to 
0.4 Gm. every two weeks are usual. Because testoster- 
one enanthate stimulates protein and bone anabolism, 
doses of 0.2 to 0.4 Gm. every three to four weeks have 
been suggested for osteoporosis in conjunction with 
appropriate supplemental measures. Further critical 
research is needed to demonstrate the ultimate utility 
of the drug when employed exclusively as an anabolic 
agent in other conditions. Due to its prolonged action, 
injections of testosterone enanthate more often than 
every two weeks are rarely indicated, regardless of the 
condition being treated. 


Applicable commercial name: Delatestry]. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of testosterone enanthate. 


Additional Use of Phenylbutazone 


The Council has evaluated the usefulness and safety 
of phenylbutazone (Butazolidin) for the treatment 
of the chronic joint disease, osteoarthritis. Although 
this anti-inflammatory agent exerts an appreciable 
analgesic effect, its clinical usefulness is limited by 
the high incidence of side-effects and untoward reac- 
tions, the most serious of which are leukopenia and 
agranulocytosis. When employed cautiously, however, 
it has proved useful as an analgesic in certain muscu- 
loskeletal disorders. Thus, phenylbutazone has been 
described previously as useful in the treatment of 
gouty arthritis, and, to a lesser extent, psoriasis with 
arthritis, ankylosing spondylitis, rheumatoid arthritis, 
peritendinitis, capsulitis, bursitis, and acute arthritis 
of the shoulder joint. On the basis of additional evi- 
dence, the Council concluded that the drug may also 
be used in certain cases of osteoarthritis. Because of 
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its toxicity, phenylbutazone probably should rarely be 
considered for therapy of this relatively benign chronic 
condition. Hence, its use should be restricted to the 
treatment of acute exacerbations of symptoms in pa- 
tients who fail to respond to more conservative forms 
of therapy. These include rest, a careful explanation 
of the condition with reassurance, weight reduction 
when indicated, local heat or other physical measures, 
and administration of salicylates. If the drug is ad- 
ministered on an outpatient basis, patients should be 
advised of the possible occurrence of side-effects and 
untoward reactions; moreover, the physician should be 
prepared to follow each case carefully with particular 
attention to the peripheral blood cell count. Hence, 
employment of phenylbutazone for osteoarthritis is 
justified only in restricted circumstances and under 
the most carefully controlled conditions. (See the 
monograph on phenylbutazone in New and Nonoffli- 
cial Remedies. ) 

Although the manufacturer of phenylbutazone has 
not proposed its use in the adjunctive management of 
acute thrombophlebitis, a number of reports on this 
subject were reviewed. On the basis of these, the 
Council concluded that there is insufficient evidence 
at the present time to determine the efficacy or safety 
of the drug for this condition. 

The dosage of phenylbutazone for the treatment of 
osteoarthritis varies according to the response of the 
patient and the appearance of side-effects. As a general 
guide, an average initial dose of 0.6 Gm. daily, ad- 
ministered for one week, is considered adequate to 
determine the therapeutic effect of the drug. In the 
absence of a favorable response, further therapy should 
be discontinued. When improvement is obtained, the 
dosage should be gradually decreased to the minimum 
effective level. An effective maintenance dosage may 
be as low as 0.1 to 0.2 Gm. per day. Dosage for use 
in acute thrombophlebitis has not been established. 

The Council voted to amend New and Nonofficial 
Drugs accordingly to describe the use of phenylbuta- 
zone in osteoarthritis. 


Geigy Pharmaceuticals, Division of Geigy Chemical Corpora- 
tion, cooperated by furnishing scientific data to aid in the 
evaluation of this additional use. 


Planing the Skin.—The precancerous skin has been a real problem. While keratosis and 
even epitheliomas can be eradicated successfully, recurrences in the treated or untreated 
areas damaged by x-radiation, sunlight, tobacco are to be expected despite subsequent 
avoidance of these carcinogens. .. . While it is recognized that [certain] changes extend much 
deeper than the epidermis, malignant degeneration occurs in the superficial layer of the 
skin. . . . On the basis of theoretical considerations, it seemed possible that the removal of 
the epidermis and its subsequent regeneration might eliminate the problem of premalignant 
or cancerous recurrences in these patients. Therefore, a few patients who had been followed 
previously for years with the repeated removal of such neoplasms were planed and main- 
. . The planed skin is greatly improved in texture. The removal 
of the keratoses and the slight pinkening make the patient look much younger. Another 
interesting observation is that it is possible to plane fingers, dorsa of hands, and lips without 
... The results to date suggest that this may be a satisfactory way of preventing 
recurrent keratosis and/or epitheliomas in “sailor’s skin,” xeroderma pigmentosum, and ra- 
diodermatitis.—E. Epstein, M.D., Planing for Precancerous Skin, A. M. A. Archives of Derma- 
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danger. 


tology, September, 1956. 


ta 
4 
n 
1S, 
ct 
ag 
as 
in 
er. 
at 
nd 
ne 
| 
iS 


1096 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


Editor and Managing Publisher AUSTIN SMITH, M.D. 
Associate Editor . . « « «© « . JOHNSON F. HAMMOND, M.D. 
Assistant Editore . . « «© «© « « WAYNE G. BRANDSTADT, M.D. 
FREDERIC T. JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 
Assistant to the Editor . ve « & ¥ . MILTON GOLIN 
Editor for Medical Literature Abstracts . . GEORGE HALPERIN, M.D. 
News Editor . . CHARLES CHAPMAN 


Fifteen dollars per annum in advance 
. “Medic, Chicago” 


Subscription price . 
Cable Address 


RADIOACTIVE ISOTOPES IN THE DIAGNOSIS 
AND TREATMENT OF CANCER 


GUEST EDITORIAL 
L. Henry Garland, M.B. 


and 


John H. Heald, M.D. 


Some 21 years have elapsed since the first use of 
artificial radioactive isotopes in cancer diagnosis and 
treatment. Enthusiasts were initially hopeful that in 
the near future the profession might witness out- 
standing examples of selective localization of radio- 
active materials in neoplastic tissue, making it easy to 
detect such lesions and possibly providing a means 
to deliver tumor doses much higher than would be 
received by the adjacent normal tissues. However, up 
to the present time, only two radioactive isotopes have 
been developed to provide important therapeutic 
applications through relatively selective localization— 
radiophosphorus (P**) in polycythemia vera and 
radiviodine (1'*') in a small percentage of thyroid 
carcinomas. This fact has confirmed the belief of many 
that the greatest contribution of radioactive isotopes 
in the field of cancer lies in tracer applications. Never- 
theless, isotopes do have a place in diagnosis and 
therapy. The following remarks will attempt to sum- 
marize our present concepts in this regard. 

Diagnosis 

Carcinoma of the Thyroid.—1'*' provides a simple 
method of assessing functional thyroid tissue. By care- 
ful directional scanning over the neck after the admin- 
istration of I **’, nonfunctioning areas may be demon- 
strated in the gland. The presence of a nonfunctioning 
area or so-called cold nodule is helpful but by no means 
conclusive in establishing the presence of cancer, for 
areas of thyroiditis and nonfunctioning adenomas pro- 
duce similar defects. The presence of a functioning 
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nodule as determined by this procedure is presump- 
tive evidence that the nodule is benign, although 
a very few malignancies of the thyroid will show 
uptake. 

I** is useful in the rare cases of functioning thyroid 
neoplasm as an aid in locating metastases. Body scans 
are a time-consuming procedure and are usually non- 
productive, since so very few thyroid carcinomas are 
functional. 

Radioautographs of thyroid tissue removed at the 
time of surgery provide some information regarding 
the distribution of the isotope which may aid in plan- 
ning future isotope therapy for the patient. 

Indirectly, I **’ provides significant diagnostic infor- 
mation in the management of the condition of patients 
with widespread functioning metastatic thyroid car- 
cinoma by measurement of the amount excreted in 
the urine. Since the successful control of such a pa- 
tient’s condition is based on previous ablation of the 
normal thyroid by either surgery or irradiation, any 
significant retention in the body or, conversely, a de- 
creased urinary excretion of the I **’ signifies continued 
uptake by the metastases. The urinary excretion of I 
may then be used as a guide in continuing I **’ therapy. 
When no significant retention is demonstrated, thyroid- 
stimulating hormone may be helpful in returning the 
metastatic lesions to a functional state. 

Intracranial Neoplasms.—The administration of di- 
iodofluorescein tagged with I **’ has some value in the 
localization of intracranial tumors. The radioactive dye 
is administered intravenously, and attempts made to 
localize “hot” areas both prior to and during operation. 
To date the method has limited value, since deep neo- 
plasms may fail to give conclusive evidence of their 
location, small neoplasms are seldom sharply localized, 
and benign tumors do not as a rule show any signifi- 
cant uptake. 

Intraocular Neoplasms.—Soluble P *? administered 
intravenously has been used to aid in the detection of 
ocular neoplasms, notably melanoma. The procedure is 
unsatisfactory due to the relatively small differential 
uptake and the fact that some inflammatory lesions 
give a high initial count. Therefore, if the presence of 
malignant tissue is suspected, one must make time- 
consuming rechecks at 24 and 48 hours to distinguish 
inflammatory from neoplastic lesions. Some investiga- 
tors advocate daily counts for five days. The procedure 
as performed in most institutions today has provided 
interesting but largely equivocal results. 

Metastatic Neoplasms.—Attempts have been made 
to localize certain metastatic neoplasms, notably in 
lymph nodes, by the interstitial injection of P ** and 
the use of directional detectors. These efforts have been 
noteworthy in connection with mammary and cervical 
carcinoma. The radioactive material is injected in or 
near the tumor site prior to operation, and during oper- 
ation attempts are made to localize involved nodes 
with probe detectors. Since any tissue with increased 
metabolic activity will show an increased uptake of 
P *, inflammatory nodes may give higher counts that 
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neoplastic ones. Small areas of carcinoma in nodes 
may easily be missed. The method, therefore, is con- 
sidered too unreliable to be clinically useful. 


Treatment with Use of External Radiation Sources 


Radioactive Cobalt.—Radioactive cobalt (Co °°) has 
been utilized extensively as a substitute for radium in 
external sources of large capacity (so-called cannons, 
bombs, ete.). The problems of shielding the primary 
source, shielding workers from scattered radiation, 
and collimating or sharply limiting the margins of the 
beam are similar to those encountered with large 
sources Of radium or certain types of megavoltage 
roentgen-ray units. 

The principal advantages of Co °° are the absence 
of elaborate electrical circuits necessary in mega- 
voltage roentgen-ray units, the decreased cost as com- 
pared to radium, and the smaller volume dose received 
by patients during treatment as opposed to 200 kv. 
roentgen therapy. 

Other advantages are claimed, but experience has 
shown that these are accompanied by neutralizing 
disadvantages in most instances: 

1. Increased depth dose. This is of advantage only 
under situations wherein a tumor must be treated 
through one field alone. When multiple fields are 
employed, as is usual in efficient radiotherapy of deep- 
seated lesions, the increased exit dose which accom- 
panies the increased depth dose of Co °° limits the 
amount of irradiation which may be applied to the 
opposing field. Attempts are made to circumvent this 
fact by using oblique or nonopposing fields. When 
this is done, it is all too easy to “miss” the lesion at a 
depth, even when elaborate beam-centering and local- 
izing devices are used. 

2. Decreased skin erythema. This is offset by the 
fact that there is increased subcutaneous injury, often 
with disabling late subcutaneous fibrosis. One of the 
most reliable guides in the clinical management of 
patients undergoing protracted radiotherapy is lost, 
namely, the skin reaction. 

3. Decreased bone absorption. This is a physical 
fact—however, the advantage is theoretical, since the 
clinical observation of many experienced radiothera- 
pists is that bone necrosis is not avoided by Co °° or 
other megavoltage beams. 

Many clinicians believe that the megavoltage roent- 
gen (2,000 kv.) has a relative biological efficiency of 
about 0.7 compared to the orthovoltage roentgen (200 
kv.). If this is true, it would explain in part the 
apparent diminution in radiation sickness. In other 
words, 1,000 gamma or megavoltage roentgens are 
equivalent to about 700 orthovoltage roentgens in 
clinical practice. 

It should be noted that the limiting factor in external 
radiotherapy is not the skin or bone reaction, but the 
degree of sensitivity of the tumor and of the adjacent 
normal epithelium or endothelium. It is quite possible 
with 200-kv. beams to apply such doses of radiation 
to the depth that one has small intestinal, rectal, or 
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pulmonary injury, without irreparable damage to the 
overlying skin or bones. For this reason, many clini- 
cians regard the megavoltage or cobalt roentgen as 
having psychological rather than biological virtues. It 
is certainly true that to date no experienced radio- 
therapist has recorded increased cure rates with Co“ 
as compared to other forms of radiotherapy. 

Radioactive Phosphorus.—P * has been applied on 
blotting paper to superficial skin cancers, especially to 
patients with multiple small basal cell lesions. The 
results are similar to those obtainable with superficial 
contact roentgen therapy. The method requires the 
patient's cooperation and understanding, since the 
patch must be removed at a specified time, and it is 
this time factor which determines the dose to the lesion. 
If the patch becomes wet, part of the soluble P ™ is 
removed. It does provide a convenience for the intelli- 
gent patient who can be entrusted with the responsi- 
bility of the care and removal of the applied patch. 
If this method is used, the lesion should not exceed 
3 mm. in thickness. 

Radioactive Strontium.—Radiostrontium (S °°) has 
been used extensively in ophthalmological work for 
superficial malignancies of the conjunctiva and lids. 
The biological effects of the rays from S “’ are similar 
to those from contact roentgen therapy units, which 
are easier to calibrate and safer to employ. It is, there- 
fore, only in situations where conventional low- 
voltage roentgen therapy apparatus is not available 
that one might seriously consider $ °° as having some 
virtues. 


Treatment by Internal Application 


Radioactive lodine.—In a small percentage of cases 
of thyroid carcinoma, notably the follicular type, suffi- 
cient radioactive material is taken up following the orl 
administration of 1 '*' to effect some degree of contro! 
of the tumor. I'*’ should not be considered as the 
primary treatment in cancer of the thyroid, but as a 
method of controlling widespread metastases in those 
cases where it can be demonstrated that there is signfi- 
cant differential uptake by the metastatic lesions. In a 
recent communication, Dr. John H. Lawrence of Berke- 
ley, who has had considerable experience with I '"’, 
emphasizes that “the treatment of thyroid cancer is 
still surgery and externally delivered radiation therapy. 
Radioactive iodine has no important place in the pri- 
mary treatment of this disease.” 

Radioactive Phosphorus.—There was considerable 
initial enthusiasm for the treatment of chronic leu- 
kemia with P “’. However, after five years of trial, it 
was found that the results were not significantly better 
than those obtainable with carefully titrated amounts 
of external roentgen irradiation. Radioactive chromic 
phosphate (Cr°') has been utilized to selectively 
irradiate the liver and spleen in certain patients with 
Hodgkin’s disease and other forms of !ymphoma, 
without significant success. If polycythemia vera is re- 
garded as a premalignant condition, one should state 
that P® has a useful place in the treatment of this 
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disease. One of us (L. H. G.) has treated seven pa- 
tients with polycythemia vera with small doses of 
total-body roentgen irradiation administered occasion- 
ly over a period of years, with results indistinguish- 
able from those obtainable by P *. It is still too early 
to evaluate with certainty the result obtained in poly- 
cythemia vera with P *’, and comparison between this 
method and external roentgen therapy is not justified 
at this time. The results to date with P * are never- 
theless encouraging. 

Radioactive Gold.—Radioactive gold (Au’”), 
chromic phosphate, and other isotopes have been used 
for the treatment of peritoneal or pleural effusion 
secondary to malignancy. The results have not been 
very satisfactory due to the uneven distribution of the 
radioactive material and the inadequate depth of pene- 
tration of the radiation. Some hazard to the physician 
and nursing staff is involved in the care of these pa- 
tients which is not present when external therapy is 
employed. There have been some severe cases of radia- 
tion sickness reported after intraperitoneal injection 
of Au ‘** and a few cases of intestinal necrosis with 
lethal peritonitis when the entire dose of radioactive 
material happened to remain localized in one area 
owing to the presence of adhesions. In our experience, 
many cases of peritoneal effusion secondary to ovarian 
carcinoma and many cases of pleural effusion secon- 
dary to mammary carcinoma can be satisfactorily con- 
trolled by wide-field external roentgen therapy. If and 
when that fails, nitrogen mustard may produce satis- 
factory remission without the problems of radioactive 
contamination and with less danger of localized tissue 
necrosis. 

Au*** or Cr*' Injected Interstitially—Some urolo- 
gists are enthusiastic about the results obtained in 
carcinoma of the prostate by injection of Au *** into 
the periprostatic area. Some gynecologists are attempt- 
ing to treat advanced carcinoma of the cervix by intra- 
pelvic injection. It is to be noted that these are essen- 
tially blind procedures, that the distribution of the 
radioactive material is quite unknown, and that accu- 
rate calculation of dosage accordingly is impossible. 
Even as a palliative measure, we believe that more 
conventional means of irradiation are safer and more 
satisfactory. Interstitial injection of radioactive mate- 
rials at the present time as a clinical procedure is not 
recommended. 

Miscellaneous Uses.—A small group of experiments 
has been reported in which P*? was administered 
intravenously during or immediately after radical 
mastectomy with the aim of controlling or destroy- 
ing mammary carcinoma cells set free in the 
vascular spaces during operation. Most observers 
regard this procedure as unwise and have discontinued 
its use. 

Some workers routinely inject Cr*' into the peri- 
toneal cavity after resection of colonic and pelvic can- 
cers. No control studies have been established in this 
respect, and there is no evidence to show that the 
method has value. 
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Many other radioisotopes are currently under trial 
in the treatment of diverse disorders, neoplastic and 
otherwise. The results to date are not sufficiently note. 
worthy to extend this brief review. 


Summary 


It may be stated that, when used judiciously and 
with sound indication, radioactive isotopes have a def.- 
nite but limited place in the diagnosis and treatment 
of certain forms of cancer. As research continues, more 
extensive and practical uses will probably be found for 
these substances. At the present time, however, their 
chief value remains in tracer work, for which they are 
uniquely suited as an investigative tool. 


PREDICTIVE VALUE OF LIPOPROTEIN 
MEASUREMENTS IN CORONARY 
ATHEROSCLEROSIS 


In the February 9, 1957, issue of THE JouRNAL, page 
454, appeared a guest editorial entitled “Predictive 
Value of ‘Lipoprotein Measurements in Coronary 
Atherosclerosis.” This editorial reported on a coopera- 
tive study in which four laboratories in different parts 
of the country participated. These laboratories pooled 
their efforts and findings after studying with standard- 
ized methods both the lipoprotein and serum choles- 
terol levels in a large group of subjects. The problem 
was to learn whether blood lipoprotein concentration 
offered acceptable predictability for the occurrence of 
coronary disease as indicated by myocardial infarction. 
Also of interest was the degree to which this was a 
better indication, if any, than the serum cholesterol 
concentration. The study was reported in detail 
in the journal Circulation. The guest editorialist for 
THE JouRNAL summed up the findings by writing: 
“.. . physicians need no longer develop cardiac 
neuroses from contemplation of some minor variation 
in their serum lipoprotein pattern.” 

From time to time physicians receive pamphlets 
from an organization in Texas which draws attention 
to “a new laboratory test—the Atherogenic Index.” A 
letter accompanying this promotional material asserts 
that the index is “a very significant development in 
diagnosis and preventive medicine.” This letter also 
asserts that a determination of the index will inform 
the physician of his patient’s risk of coronary artery 
disease and allow him [the physician] to “assess accu- 
rately the need for therapeutic measures.” Convenient: 
ly attached is an outline of the procedure whereby 
serum or blood may be sent to the laboratories seeking 
this business and the charge to the physician. Those 
physicians who receive this material and who are 
curious about the usefulness of such a diagnostic test 
might like to read the editorial in the February 9 issue 
of THE JournaL. In the meantime their attention i 
drawn to the statements above taken from this edi: 
torial. 
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PROCEEDINGS OF THE NEW YORK MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN NEW YORK, JUNE 3-7, 1957 


(he actions of the House of Delegates at the New York Meet- 
mz are abstracted below so that the readers may have this in- 
formation in digest form. The official proceedings will be made 
available in a booklet which will be sent to all members of the 
House of Delegates and officers of the American Medical Asso- 
ciation. This booklet will not, however, be available for several 
uc eks.—Eb. 


Preliminary Report of Reference Committee on Credentials 


Dr. R. T. Johnstone, Chairman, Section on Preventive Medi- 
cine, reported that 184 delegates of a possible 198 had been 
qualified and seated. The Speaker, Dr. E. Vincent Askey, an- 
nounced that a quorum was present and declared that the House 
was in order for business. 


Distinguished Service Award to Dr. Tom Douglas Spies 


Dr. Gunnar Gundersen, Chairman, Board of Trustees, pre- 
sented the names of three physicians selected by the Board from 
the list of nominations for the Distinguished Service award, for 
the election of one by the House of Delegates to receive the 
award. The nominees were Dr. Frank H. Krusen, Rochester, 
Minn.; Dr. Merrill C, Sosman, Boston; and Dr. Tom Douglas 
Spies, Birmingham, Ala. Dr. Spies was elected recipient of the 
Distinguished Service award of the American Medical Asso- 
ciation for 1957. 


Citation for Distinguished Service to Mr. Henry Viscardi 


Dr. E. Vincent Askey, Speaker, transmitted a special recom- 
mendation from the Board of Trustees that Mr. Henry Viscardi 
receive the American Medical Association citation for Distin- 
guished Service, and the House voted to adopt the recommenda- 
tion of the Board. 


Presentation of Goldberger Award to Dr. Paul Gyérgy 


Dr. Dwight H. Murray, President, presented the 1957 Gold- 
berger Award in Clinical Nutrition to Dr. Paul Gyérgy. The 
award, consisting of an engraved gold medal and $1,000, is 
named for the late Dr. Joseph Goldberger, who pioneered in 
research on pellagra in the southern states. In memory of his 
great work and in recognition of the significant role nutrition 
plays in the field of medicine, the Nutrition Foundation, Inc., 
provided the prize to honor a physician who has made signifi- 
cant contributions to the knowledge of nutrition. 


Citation to Parke, Davis & Company 


Dr. Gunnar Gundersen, Chairman, Board of Trustees, pre- 
sented a citation to Parke, Davis & Company for the service it 
has performed for the public and for the nation through its con- 
tinuing series of institutional messages published in national 
magazines, which accurately and dramatically tell the story of 
medicine and medical progress. 


Remarks of the Speaker, Dr. E. Vincent Askey 


Dr. E. Vincent Askey, Speaker of the House, presented the 
following remarks, which were referred to the Reference Com- 
mittee on Reports of Officers: 

Your Speaker wishes to adhere strictly to the rules of the 
House which are that his remarks shall deal only with the con- 
duct of the House and parliamentary procedure. We have at 
times held the other members of the House to strict parlia- 
mentary procedure and since I am only one of you I certainly 
must hold myself as accountable as any other delegate. 

_ We have for our use the green files which were first used at 
Seattle at the last session. 

Your Speaker would review again the use of them for the 
benefit of delegates who are sitting for the first time or who 
Were not at the Seattle session. 
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You have before you the resolutions, the supplementary re- 
ports and the things which will be acted upon. Do not put them 
in the files yet, because they are not officially before the House 
until your Speaker refers them to committee. As 1 or my good 
Vice Speaker refer them to a committee, we will pause, and at 
that time you should insert them in the proper compartment of 
the file for that committee. You will find then that all the re 
ports which refer to the one committee will be all together, and 
you will not have to look around for them, so that as you go to 
each reference committee you will have all the material before 
you at one place. We have, in addition, a list of the resolutions 
in numerical order for which the references have been made, 
but as I refer them from the Chair, please put them in the files 
under their proper designation. 

Your Speaker calls attention to the fact that the Bylaws were 
amended at Seattle to allow some leeway of the time of election 
(Section 2A, Chapter XIV). This allows the election to be held 
at any time on the fourth day of the Annual Session, designated 
by motion of the House. The Reference Committee on Rules 
and Order of Business is instructed to make recommendation to 
the House in regard to the matter. Dr. John DeTar, as Chair- 
man of Tellers, was given the task of working out a procedure 
to simplify and expedite the counting of votes in elections and 
in ballot votes on any matter before the House. Your Speaker 
believes that Dr. DeTar has a system that will work and at this 
time calls on Dr. DeTar to explain it to you. 

Dr. DeTar stated: We hope to simplify this system of voting 
and to save a good deal of time in the balloting. We have a 
book of ballots which will be passed out immediately before the 
election is announced. Each ballot is well marked in large fig- 
ures, even for the most myopic of delegates, and it is arranged 
that there will be only one name, only one vote, on each piece 
of paper, which will facilitate very much the counting of the 
ballots. There is a page for each scheduled election, and there 
are several empty ballots at the back of the book for additional 
elections, so we certainly hope that we will be able to get you 
out in time for your plane on Thursday. 

Reference Committee Appointments 

Your Speaker announces the constitution of the Reference 
Committees of this House. If there is some reason why any 
delegate cannot serve, he or his delegation chairman should so 
inform me after the reading of all the names. I can then make 
any necessary changes at once. 

Your Speaker again would like to state his belief that no 
member of any committee should disqualify himself from serv- 
ice unless some matter refers specifically to himself personally. 
That does not mean that he should disqualify himself if he has 
some belief in regard to it, because maybe that is why I put 
him on, because he may know more about it than anybody else. 
All members of each committee should consider every matter 
referred to his committee and sign the majority report or should 
present a minority report to the House if he disagrees with the 
majority. 

Amendments to the Constitution and Bylaws 


Cuirrorp C, SHERBURNE, Chairman, Ohio 
Lewis A. ALESEN, California 

Hoyt B. Woo.tey, Idaho 

D. Hit, North Carolina 

Wiiuis H. Huron, Michigan 


Board of Trustees and Secretary, Reports of 


J. P. Cucperrer Jr., Chairman, Mississippi 
Wyman D. Barrett, Michigan 

J. STANLEY KENNEY, New York 

A, Nare, Indiana 

Evmer G. SHELLEY, Pennsylvania 
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Credentials 


R. T. Jounstone, Chairman, Section on Preventive 
Medicine 

A. A. Lampert, South Dakota 

SPENCER A, KIRKLAND, Georgia 

James GreeNoucu, New York 

Epwarp B. Touny, Section on Anesthesiology 


Executive Session 


O. Rouse, Chairman, Texas 
VINCENT W. ARCHER, Virginia 

L. Howarp Scuriver, Ohio 

Georce M. Fister, Utah 

Dexter W. Witte, Wisconsin 


Hygiene, Public Health, and Industrial Health 


Joun N. Chairman, Connecticut 
Cyrit J. Atrwoop, California 

RayMonp T, Washington, D. C. 
Francis C, CoLEMAN, Iowa 

Henry F. Howe, Massachusetts 


Insurance and Medical Service 


James P. HamMonp, Chairman, Vermont 

WituiaM F. New Jersey 

E, Section on Obstetrics and 
Gynecology 

Tuomas W. McCreary, Pennsylvania 

S. Munpy, Ohio 


Legislation and Public Relations 


Sam J. McCLenpon, Chairman, California 
Percy E, Hopkins, Illinois 

R. J. Azzari, New York 

WeEsTON Jr., South Carolina 
WooprurrF L, Crawrorp, Section on Pediatrics 


Medical Education and Hospitals 


James Z, AppEL, Chairman, Pennsylvania 

A. G. Younc, Washington 

R. STANLEY KNEESHAW, California 

H. Jones, Louisiana 

Grover C. PENBERTHY, Section on Surgery, General and 
Abdominal 


Medical Military Affairs 


Wes ey W. Hatt, Chairman, Nevada 
Francis T, HoLLanp, Florida 
Donovan F, Warp, lowa 

W. Vinson Pierce, Kentucky 
NicHo.as S. SCARCELLO, Massachusetts 


Miscellaneous Business 


Peter J. DiNataLe, Chairman, New York 
J. ARNOLD BarGEN, Minnesota 

Durwarp G. HALL, Missouri 

D. Hoover, Oklahoma 

S. Faison, North Carolina 


Reports of Officers 


Rosert N. Larimer, Chairman, lowa 

Troy A, SHAFER, Texas 

Penpercrass, Section on Radiology 
James P. Cooney, United States Army 
GeorceE F, Kansas 


Rules and Order of Business 


ANDERTON, Chairman, New York 
Eustace A. ALLEN, Georgia 

Gitson ENGEL, Pennsylvania 

Eart F, Lerincer, Nebraska 

Joun K. GLEN, Texas 


Sections and Section Work 


Cuar.es J. Asowortu, Chairman, Rhode Island 
E. Bryce Rosinson Jr., Alabama 

Jesse D, Hamer, Arizona 

Frank A. MAcDOona_p, California 

H. KENNETH ScaTLIFrF, Illinois 


J.A.M.A., July 6, 1957 


Tellers 


Joun S. DeTar, Chairman, Michigan 
Epwarp E. H. Munro, Colorado 
Harry L. ARNOLD Jr., Hawaii 

Wa tter C. BorNEMEIER, Illinois 

H, Linton JANuary, New Mexico 


Sergeants at Arms 


H. Tuomas McGume, Master Sergeant, Delaware 
C, Paut Wurre, Illinois 
F, SANCHEZ-CAsTANO, Puerto Rico 


Speaker Askey continued his remarks as follows: 

The procedure of introducing resolutions or reports to the 
House will be that which was followed at Seattle and is here- 
with presented to you again for your information. If you will 
follow these instructions, gentlemen, we will expedite the work 
of the House very much. 

1. Regular reports that are in before the date of meeting and 
have been published and mimeographed are referred to refer- 
ence committees without discussion. 

2. Supplementary or changes of reports by Board of Trustees 
or councils or standing committees may be presented by reading 
or explanation by the chairman presenting the report. These 
are matters that have been considered by the House. Each 
report then is referred to the proper committee unless the 
House wishes to act without reference to committee and that is 
your right if you wish. 

3. Special committee reports may be presented in full and 
discussed by the chairman at his discretion because they are 
reports on matters previously considered by the House. They 
will then be referred to the proper reference committee and 
action awaits that report. 

4. New business or resolutions on matters not previously 
before the House will be introduced: (a) by number; (b) by 
title; (c) by name of introducer; (d) by reading the resolutions 
and deleting the reading of the “whereases.” There is some 
leeway here because some of the resolutions before us merely 
say in the “Resolved” portion that they move that the above 
be accomplished, which would not give you an idea of what 
they are about. Therefore, the introducer will be allowed to 
read such “whereases” as are absolutely necessary. However, 
your Speaker frowns on the rest of it, although we can’t keep 
you from it if you wish to do it. (e) Reference to proper 
committee. 

Discussion or debate is not in order on the floor of the House 
until the committee reports its findings and recommendations 
unless unanimously agreed by the House. Free discussion is in 
order before the reference committee. 

Your Speaker does not wish to be dogmatic nor limit the 
rights of any delegate in any way. However, we have found 
that rights are most often protected rather than abused by strict 
observance of rules. The Chair will be alert to and consider 
at once any question for information or appeal from a decision 
by the Chair. 

Your Speaker knows from considerable experience that every 
member of this House is activated by the desire to accomplish 
that which is best for American medicine and ably to represent 
that state or department of the American Medical Association 
for which he acts. I also know that I too am dedicated to your 
same ideals and in addition I also carry the responsibility of 
this House as a body. I appreciate your support and the many 
kindnesses you have shown me. 


Introduction of New Delegates 


New members of the House of Delegates were introduced 
after the following remarks by the Speaker: 


At this time I would like to have the chairman of each of 
delegation introduce to the House any new delegate from his aff 
state or group who is seated for the first time. We want every ore 
delegate to know that he is one of us and to enter freely into he 
all the activities of the House. col 

The new delegates introduced were: Drs. Carl Steinhof, ex: 
Illinois; Lucien R. Pyle, Kansas; Philip P. Thompson Jr., Maine; Ea 
Harold E. Petersen, Missouri; Louis C. Theobald, New Hamp- He 
shire; E, Christopher Wood, New York; Charles L. Hudsos, oes 


Ohio; Horace Eshbach, Pennsylvania; Charles C. Trabue, 
Tennessee; Rufus Brittain, Virginia; Jesse W. Read and M. 
Shelby Jared, Washington; L. O. Simenstad, Wisconsin; Albert 
T. Sudman, Wyoming; Winfred A. Showman, Section on Der 
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matology; Stuart T. Ross, Section on Gastroenterology and 
Proctology; Ralph O. Rychener, Section on Ophthalmology; 
William P. Herbst, Section on Urology; and John Porterfield, 
Public Health Service. 


Procedures of House 


There are some procedures or traditions of the House that 
perhaps merit some discussion for the benefit of new delegates. 

1. Reference Committees: 

These are the most important feature of our proceedings in 
my opinion. Every delegates should attend the meetings of the 
committee hearing those resolutions in which he is most 
interested. He should go from one committee meeting to an- 
other and enter into or listen to discussion of other resolutions 
in which he may have no specific concern. Every delegate 
should inform his constituency that any member of the Ameri- 
can Medical Association may attend the hearings and may 
enter into discussion or ask questions. 

2. State Headquarters: 

Many states have headquarters or suites of rooms. Delegates 
are welcome to visit and pay their respects to these various 
delegations to become better acquainted. By knowing your 
fellow delegates personally you grow in your respect for their 
opinions and the welfare of our profession is promoted. Most 
delegations have definite hours of open house, but during these 
hours no’ specific invitation is necessary. Go and introduce 
yourself and you will find a welcome. 

3. Aces and Deuces: 

Some delegations by reason of their smaller size do not have 
headquarters. Hence, there has come into being an organiza- 
tion known as Aces and Deuces. This is a good fellowship 
group composed of members from those states having one or 
two delegates. They often give a luncheon or other event in 
which they invite the other delegates. This has become one of 
the fine traditions of the House. 

4. The Delegates Dinner: 

The host state and local county associations usually tender a 
dinner to the delegates. This is one of the highlights of every 
session. It is usually formal dress and a definite formal invita- 
tion is given. Sometimes a new delegate may not receive his 
invitation because of late registration or unavoidable mixup in 
names. If such things occur, if the delegate will contact the 
Chairman of the Credentials Committee he will be advised 
regarding this matter. 

5. Appointments to Committees: 

New delegates as a rule are not given committee appoint- 
ments until they have become accustomed to the procedures 
of the House. Every delegate however usually accepts any 
appointment or duty requested unless there is some important 
personal reason for him to decline. Your Speaker will appreciate 
it if each will inform the Chairman of the Credentials Com- 
mittee if this is the first meeting at which he has been seated 
or on the contrary if this is the last session to which he expects 
to be a delegate. 

Your Speaker and Vice Speaker will be at your service and 
we encourage you to ask questions. We believe that complete 
information on every problem before the House should be 
available to all. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 


Dr. Robert N. Larimer, Chairman, Iowa, read the following 
report, which was adopted: 

Remarks of the Speaker.—Your committee calls the attention 
of the delegates to the smooth and expeditious handling of the 
affairs of the House at its first meeting: the adherence to the 
order of business, the notable lack of confusion, and the ad- 
herence to the time schedules were each unobtrusively ac- 
complished. Such a result was not a happenstance but was an 
example of the sagacity and thoughtfulness of our Speaker. 
Each session he has given us new and easier mechanical help. 
He has arranged reference committee hearings so that they are 
easily available to all members of the Association. New mem- 
bers have been individually introduced. Again, during this 
session, Dr. Askey has proved that our interests are his in- 
terests. 
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In Memoriam 


The Speaker presented the following list of members of the 
House of Delegates and/or officers of the American Medical 
Association notice of whose death had been received since the 
1956 Annual Meeting. The dates following the names indicate 
the years of service in the House or as officers of the Asso- 
ciation. 


Arbuthnot, Thomas S., Pennsylvania, 1912. 
Baker, William T. H., Colorado, 1945-1946. 
Brennan, Thomas M., New York, 1933-1934; 1939-1944, 1948-1949, 195] 
Bristol, Leverett D., Pennsylvania, Section on Preventive and Industrial 
Medicine and Public Health, 1948-1949. 

Bryant, William S., New York, 1912. 

Caldwell, Robert, Arkansas, 1915. 

Curtis, Stephen H., New York, 1946. 

Dear, William R., Washington, D. C., 1931. 

Donovan, John T., New York, 1942-1943; 1948; 1950. 

Foster, John, Pennsylvania, 1913. 

Gamble, Paul G., Mississippi, 1933. 

Graham, Evarts A., Missouri, Chairman, Section on General and Abdominal 
Surgery, 1925; Co-Editor, Archives of Surgery, 1920-1945; Received 
Distinguished Service Award, 1950. 

Halsted, Thomas H., New York, 1919; 1921-1922. 

Hamilton, Charles M., Tennessee, 1949; 1951-1956. 

Hannaford, Charles W., New Hampshire, 1916-1917. 

Hollings, Byam, Massachusetts, 1914. 

Johnston, George P., Wyoming, 1903; 1917-1918; 1923; 1926-1929; 1931; 
1933-1935; 1937-1948. 

Kirklin, Byrl R., Minnesota, Section on Radiology, 1945-1950; 1952-1956. 

McComas, Arthur R., Missouri, 1917-1919; 1928; 1930-1948. 

Miller, Felix P., Texas, 1930-1931; 1935-1939. 

Murdock, Thomas P., Connecticut, 1943-1950; Member, Board of Trustees, 
1950-1957. 

Nicholson, C. M., Florida, 1908. 

Noble, Robert E., Alabama, 1917-1918. 

O’Donnell, Alfred, Kansas, 1925-1927. 

Ogden, Chester R., West Virginia, 1916-1920. 

Orr, H. Winnett, Nebraska, Section on Orthopedic Surgery, 1926-1927. 

Phifer, Charles H., Illinois, 1941-1956. 

Ruth, Henry S., Pennsylvania, Section on Anesthesiology, 1941-1954. 

Schiff, Leo F., New York, 1949-1952; 1955. 

Stoops, Robert E., Pennsylvania, 1937. 

Taylor, J. Gurney, Wisconsin, 1917; 1929-1931; 1933-1938. 

Vinsant, William J., Texas, 1907. 

Waggoner, C. W., Ohio, 1927-1928; 1930-1931; 1933-1938. 

Walsh, Jeremiah H., New York, 1917-1924; Member, Board of Trustees, 
1924-1933. 

Warbasse, James P., Massachusetts, 1912. 

Weld, Edward H., Illinois, 1947-1949. 

Witt, Guy F., Texas, 1940. 


The House rose in silent tribute to the memory of its deceased 
members. 
Presentation of Distinguished Guests 


The following distinguished guests were introduced by the 
Speaker: 
The Honorable Charles S. Rhyne, President-elect, American Bar Association 
Dr. Gerard J. Casey, Secretary, Council on Hospital Dental Service, Amer- 

ican Dental Association 
Dr. E. H. Volwiler, President, American Drug Manufacturers Association 
Mr. Tol Terrell, President-elect, and Mr. Allanson Willcox, Washington 

Representative, American Hospital Association 
Mrs. Judith G. Whitaker, Deputy Executive Secretary, American Nurses’ 

Association 
Dr. Robert P. Fischelis, Secretary, American Pharmaceutical Association 
Dr. George Babcock, Associate Director of Clinical Research, American 

Pharmaceutical Manufacturers’ Association 
Brig. Gen. Wayne O. Kester, President, American Veterinary Medical Asso- 

ciation 
Miss Anna Fillmore, General Director, National League for Nursing 
Mr. Frank W. Law, British Medical Association 
Dr. P. Recio, Philippine Medical Association 


The Speaker extended greetings to the House of Delegates 
from Dr. Jose Angel Bustamante, President of the World 
Medical Association, who was unable to attend the session. 


Remarks of President of Woman’s Auxiliary, 
Mrs. Robert Flanders 


Mrs. Robert Flanders, President of the Woman's Auxiliary, 
was introduced by the Speaker and presented the following 
remarks, which were referred to the Reference Committee on 
Reports of Officers: 

Mr. Speaker, members of the House of Delegates, and guests: 
I am deeply honored to have this opportunity to bring you 
greetings from over 75,000 members of the Woman’s Auxiliary 
to the American Medical Association. 

I speak on behalf of the members of the Auxiliary and I 
know I speak for all of them in extending my appreciation to 
you for this time being granted to present a progress report on 
our activities. 
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The Woman’s Auxiliary admits no horizon to its endeavors 
and. recognizes no boundaries to its scope. Every individual 
member of the Auxiliary is dedicated to the cause and the 
objectives of our organization and resists through boundless 
energy and determination any sign of apathy that might threat- 
en the success of any appointed project. 

United under the concept that “health is our greatest herit- 
age,” the individual members of the Woman’s Auxiliary have 
banded together their efforts to bring this concept to the 
realization of everyone in the nation. 

Your Auxiliary, as an instrument of education in matters of 
health, has never let up for one instant in seeing to it that 
health education and standards for good health are not only 
taken in adequate measure to the communities of our country— 
the grass roots—but through legislation and other practical 
means, to the governing and judicial bodies of every strata in 
our society. 

Interwoven to such an extent that it is an integral part of the 
whole, the concept that health is our greatest heritage brings 
to bear on our work, wherever it is conducted, the realization 
with all whom the Auxiliary contacts that our work is purpose- 
ful and needed. 

From prenatal care through babyhood, childhood, adoles- 
cense, maturity and old age, the Woman’s Auxiliary, through its 
projects, has shown the paramount importance it is to not only 
honor the concept but also to live up to its ideals for the 
continuing benefit of all mankind. 

Although continuing with our numerous projects which the 
Auxiliary has prosecuted with success since the organization 
was founded, and giving equal time and diligence to our many 
new projects, your Woman’s Auxiliary also continues with its 
active support of all the individual voluntary health organiza- 
tions in this nation for the better health of all mankind. 

Our membership has increased this year to 75,000, but we 
will not be satisfied until every doctor’s wife is a member of 
our Auxiliary. Our recruitment program is still one of the most 
popular projects. 

As yet we do not have the finaj figures on our contribution 
to scholarships and loan funds, but it will be over $100,000. 

Legislation is one of the most important projects on our 
program, Each state auvyiliary has named a key legislative 
person to work closely with the key person of their medical 
society. 

We have continued to help increase the sale of Today's 
Health and also have continued with our mental health and 
civil defense programs. 

Our new safety committee has worked hard and has stressed 
safety in the home and on the highway. 

Our contribution to the American Medical Education 
Foundation this year is $110,104.26, with several states yet 
to be heard from. This makes a contribution since 1952 of 
$391,497.10. 

Your Woman's Auxiliary stands ready now, as it has done 
since it was founded, to be your most active arm of health 
education. We follow where you direct. We are prepared for 
duty. We will shirk no task. 

The individual members of your Woman’s Auvxiliiry know 
whereof they speak when they carry to everyone in this land 
the concept that health is our greatest heritage. They know 
that they have your support. In speaking for all in your 
Auxiliary, you have our support. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 


Dr. Robert N. Larimer, Chairman, Iowa, read the following 
report, which was adopted: 

Address of President of Woman's Auxiliary—The House of 
Delegates and this committee thank the Woman’s Auxiliary 
for its greetings. We congratulate and applaud the Auxiliary 
and its President, Mrs. Flanders, for the broad scope of its 
endeavors and activities. We recognize the interest and effort 
of every member at the local level where the concept of in- 
dividual health education can best be applied. Their work is 
purposeful and necessary. We note with pleasure the expansion 
of their interests, their increased membership roster, and their 
successful philanthropic and educational programs. They have 
earned and will receive our continued gratitude and support. 


J.A.M.A., July 6, 1957 


Add-ess of the Presidexi, Dr. Dwight H. Murray 


Dr. Dwight H. Murray, President, delivered his address, 
which was referred to the Reference Committee on Reports of 
Officers. (See Dr. Murray’s address in THe JouRNAL, June 22, 
1957, pages 879-881. ) 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 


Dr. eal N. Larimer, Chairman, Iowa, read the following 
report, which was adopted: 

Address of the President.—This committee feels that in its 
report it cannot improve on the format of Dr. Murray’s address. 
He reported on “what was done,” “what was stressed,” and 
“what was found.” 

Your committee wishes most of all to point out the corollary 
of some of Dr. Murray’s positive statements. We believe this 
House of Delegates can never emphasize too often Dr. Murray's 
concept of freedom of choice of physician in medical practice. 
We agree with Dr. Murray that this House should constantly 
strive for unity among all physicians without regard to their 
medical ages, interests, affiliations, or their geographical loca- 
tions. We believe, with Dr. Murray, that doctors of all cate- 
gories should be “a part of—not’a part from—the American 
Medical Association.” 

Dr. Murray’s report is so full of good advice and suggestions 
that this committee cannot give it the recognition and review 
it deserves. In 12 years of hard and arduous work, Dr. Murray 
has indeed earned a place in Medicine’s Hall of Fame. 


Address of the President-elect, Dr. David B. Allman 


Dr. David B. Allman, President-elect, delivered an address, 
which was referred to the Reference Committee on Reports of 
Officers. (See Dr. Allman’s address in THE JourNAL, June 22, 
1957, page 881.) 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 


Dr. Robert N. Larimer, Chairman, Iowa, read the following 
report, which was adopted: 

Address of the President-elect—Your committee brings to 
your attention the stirring challenge that Dr. Allman presents 
to all members of the American Medical Association—what 
course do we follow in the coming year and thereafter, what 
problems are before us now, and what new ones will develop 
later? With our goal the most modern and best quality of medi- 
cal care, can we control our own destiny? Can we advance rap- 
idly with a clear social conscience and with a minimum of diver- 
sion? Dr. Allman has the positive approach in answering these 
questions. 

Or. Allman emphasizes that compulsion and freedom are in- 
compatible. He knows and pledges to continue the vigorous 
campaigns of Dr. Murray to preserve our independence in medi- 
cine. He challenges American physicians to follow his leadership 
in preserving their freedoms, their organizations, and their way 
of life. 


We commend him for his brilliant statements of our objectives. 
Remarks of President-elect of American Bar Association 
The Vice Speaker introduced the Honorable Charles S. 
Rhyne, president-elect of the American Bar Association, who 
addressed the House. His remarks will be included in the offi- 
cial Proceedings. 


Report of the Board of Trustees 


The Speaker referred items in the report of the Board of 
Trustees as printed in the Handbook of the House of Delegates 
(see THE JouRNAL, May 4, 1957, pages 54-57) to the Reference 
Committee on Reports of Board of Trustees and Secretary, with 
the following exception: 

Narcotic Addiction, to the Reference Committee on Hygiene, 
Public Health, and Industria] Health. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 
Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the fol- 
lowing report, which was adopted: 
Financial Statement.—Your committee received the financial 
statement of the Association as rendered by the Board of Trus- 
tees and the auditor’s report. 
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Your committee was impressed with the fact that the net 
worth of the Association has increased from approximately 
$7,000,000 to more than $11,300,000 in a period of 11 years 
during Dr. Lull’s tenure as Secretary—-General Manager. This 
increase in assets reflects sound management of the Association’ s 
fiscal affairs by the Board of Trustees, general officers and Sec- 
retary-General Manager. It is recognized that a substantial por- 
tion of this fiscal growth is directly attributable to successes 
enjoyed by THe Journat of the A. M. A. Beth the financial 
statement of the Board of Trustees and the auditor’s report are 
approved by your committee. 

Statement of A. M. A. Policies.—This portion of the Board of 
Trustees’ report relates to a resolution introduced by Dr. Robert 
N. Larimer on behalf of the Iowa State Medical Society in 
which it was recommended that the practicability of periodically 
publishing A. M. A. policies be determined. Your committee was 
gratified to learn that the Board of Trustees has arranged for 
and implemented a project in which a professionally trained 
librarian now devotes full time to research and cataloging of 
A. M. A. policies. Your committee appreciates the fact that 
“current policies” includes those decisions and determinations 
dating back many years. It is presently contemplated that the 
results of this research will be published in loose leaf form, 
subject to five-year-interval revisions, for the benefit of all con- 
stituent and component societies. It is felt that the intent of the 
Larimer resolution is being fulfilled and that the project is satis- 
factorily being carried out. 

Veterans Affairs.—This subject amounts to an informational 
report. It was pointed out by the Board of Trustees that neces- 
sary research as directed by these resolutions is being conducted. 
It is apparent that no action is indicated by this House of Dele- 
gates at this time. 

Liaison Between Organized Medicine and Professional and 
Lay Groups.—This proposal was initially contained in Resolu- 
tion No. 20 introduced by the Michigan delegation at the 
Seattle 1956 Clinical Meeting. 

The resolution proposed organization and establishment of an 
A. M. A. office of liaison reporting directly to the Secretary and 
General Manager, whose duty it would be (1) to seek out all 
possible avenues of communication and coordination of effort 
with other recognized groups, professional and lay, which have 
interests in common with the medical profession; (2) to deter- 
mine those methods whereby, through administrative contact, 
common professional aims and purposes can be advanced to 
mutual advantage; and (3) to aid the development of such 
liaison on a continuing basis subject to the approval of the 
Board. 

Testimony before the committee disclosed that excellent liai- 
son with such organizations is being achieved by councils, com- 
mittees, departments, and bureaus. Additionally, the Board of 
Trustees established the Committee on Relationships Between 
Medicine and Allied Health Agencies, which is now functioning. 
A field service program headed by Mr. Thomas A. Hendricks is 
active in furthering liaison among the several constituent and 
component societies. Your committee feels that the initial intent 
of the Michigan resolution is being carried out and that a De- 
partment of Liaison is not necessary at this time. Accordingly, 
your committee recommends that no action be taken on the 
resolution. 

Hospital Design and Construction.—Your committee consid- 
ered that portion of the report of the Board of Trustees con- 
cerned with hospital design and construction in accordance 
with action taken at the Seattle 1956 Clinical Meeting. The 
Board of Trustees has appointed Dr. William A. Hyland of 
Michigan as the Association’s representative to work with the 
American Institute of Architects and the American Hospital 
Association in this connection. It is understood that this project 
involves only study and research and that action is not presently 
indicated. 

Public Law 880.~Your committee considered that portion of 
the report concerned with Resolution No. 25 on the administra- 
tion of Public Law 880. The Board of Trustees has appointed 
a Committee on Medical Rating of Physical Impairment and 
the resolution under consideration has been referred to this 
group for study and recommendation. This committee will re- 
Port to the House in the future and action at this time is not 
indicated. 
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Rehabilitation Consultation Service.—Your committee con- 
sidered at length that portion of the Board of Trustees’ report 
entitled Rehabilitation Consultation Service which relates to a 
resolution approved in principle in December 1955 recom- 
mending that an integrated consultation service to state societies 
be established. This service would outline a policy of procedure 
for the guidance of local professional groups in dealing with 
the total program of rehabilitation. 

The Board of Trustees subsequently created a Committee on 
Rehabilitation in 1956, which is concerned with the implemen- 
tation of this proposal. Your committee heard varied testimony 
on the multiplicity of rehabilitation activities by several vol- 
untary health agencies. 

Your committee believes that uniting the several rehabilita- 
tion services under medical leadership would be a constructive 
and uplifting movement and that the American Medical Asso- 
ciation should assume a position of leadership in this respect. 
It is further felt by your committee that a program of education 
in these objectives would benefit American physicians and con- 
tribute toward realization of a total concept of rehabilitation. 
Your committee simultaneously recognizes that many problems 
are implicit in this endeavor and that carefully coordinated 
activity by knowledgeable agencies is urgently indicated in 
pursuing these objectives. It is recommended that the Com- 
mittee on Rehabilitation be instructed to study and explore 
such a coordinated program as outlined and report through the 
Board of Trustees. 

Referral of Resolutions.—Your committee considered that por- 
tion of the report of the Board of Trustees concerned with the 
referral of certain resolutions introduced at the Seattle 1956 
Clinical Session. This portion of the report is presented for 
information, and it is assumed that separate reports by appro- 
priate bodies in each specific subject area will be forthcoming 
to this House of Delegates. 

Annual and Clinical Meetings.—Your committee considered 
information on annual and clinical meetings of the Association 
scheduled during the period 1958-1960. It is observed that this 
House of Delegates has previously approved selection of meet- 
ing sites and dates and no action is necessary. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Narcotic Addiction.—Your reference committee considered 
that portion of the Board of Trustees report dealing with 
narcotic addiction, and also the full report prepared by the 
Council on Mental Health and sent to all delegates prior to 
this meeting of the House. 

Your committee was aided by advice and explanations from 
members of the Council on Mental Health, the A. M. A. staff, 
and several physicians well informed on the subject of narcotic 
addiction. 

Your committee recognizes that the four recommendations of 
the Council on Mental Health fall short of the ideal goal of 
redefining the narcotic addict as a patient and returning such 
patient to the care of his personal physician. 

Your committee recognizes, however, that the legal restric- 
tions imposed upon physicians in their care of narcotic addicts 
cannot be changed overnight and that the four steps recom- 
mended by the Council on Mental Health should provide an 
opportunity to progress realistically toward the ideal goal. 

From the written material made available to the committee 
and the detailed explanations of those speaking before it, your 
reference committee is aware of the tremendous amount of 
work which has preceded the distillation of these four recom- 
mendations and wishes to commend the Council on Mental 
Health for its tireless efforts. This makes it the more important 
that further study and a progressive program of action, proba- 
bly including legislative changes, are needed. 

Your committee strongly recommends that the 1924 resolu- 
tion of the House of Delegates should be revised and that 
consideration should be given to broadening the resolution to 
include a plan endorsing regulations somewhat similar to those 
currently in force in England. 

Your committee believes that the recommendations of the 
Committee on Mental Health should be approved. 
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Supplementary Reports of the Board of Trustees A-M 


Supplementary reports of the Board of Trustees were pre- 
sented to the House by title or by members of the Board as 
follows: Supplementary reports A, B, C, D and E by title; F by 
Dr. Julian P. Price; G, H, and I by title; J and K by Dr. 
Leonard W. Larson; L by title; and M by Dr. Gunnar 
Gundersen. 


A. OccuPATIONAL HEALTH PROGRAMS 


Supplementary Report A was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 


A statement on the Scope, Objectives, and Functions of 
Occupational Health Programs was submitted to the Board of 
Trustees by the Council on Industrial Health. The statement 
describes and defines orthodox in-plant medical programs as 
understood in this country today and distinguishes clearly be- 
tween such programs and the various plans for comprehensive 
medical care of the sick. 

The statement was approved by the Board of Trustees and is 
now transmitted to the House of Delegates for its consideration. 
It should help to resolve misunderstandings concerning the 
specialty of occupational medicine. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted 
the following report, which was adopted: 

Supplementary Report A on Scope, Objectives, and Functions 
of Occupational Health Programs.—Your reference committee 
has considered supplementary report A of the Board of Trustees 
on Scope, Objectives, and Functions of Occupational Health 
Programs. Your committee had the benefit of explanations given 
by members of the Council on Industrial Health, the A. M. A. 
staff, delegates, and interested physicians. At the conclusion of 
its consideration of this report, your reference committee was 
pleased that the substitutions in wording recommended met 
with the complete approval of all present. 

The effect of the changes recommended is to delimit in 
precise terminology the scope of the examinations conducted 
in an orthodox occupational health program. Under the pro- 
posed wording it is quite clear that the examinations conducted 
in occupational health programs are focused primarily upon the 
worker in relation to his job environment. When findings un- 
related to the worker’s job are disclosed by the examination, 
they should be explained to the individual. The individual 
should then be encouraged to consult his personal physician. 

The word “welfare” was changed or deleted as recommended 
merely to emphasize the fact that the programs being defined 
are primarily of a health and not of a social nature 

With the proposed changes, it is the unanimous opinion of 
your reference committee that the House has before it a state- 
ment which for the first time clearly defines the scope, objec- 
tives, and functions of occupational health programs. It marks 
the needs and boundaries of occupational medicine. It states in 
a positive fashion the proper place of occupational health 
programs in the practice of medicine, and it clearly charts the 
pathways of communication between physicians in occupational 
health programs and physicians in the private practice of 
medicine. 

Norte: With the amendments suggested by the reference com- 
mittee, the “Scope, Objectives, and Functions of Occupational 
Health Programs” adopted by the House reads as follows: 


SCOPE, OBJECTIVES, AND FUNCTIONS OF OCCUPATIONAL 
HEALTH PROGRAMS 


Introduction.—As used in this statement, the term “occupa- 
tional health program” means a program provided by manage- 
ment to deal constructively with the health requirements of 
employees and employers in relationship to employment. 

The term “occupational medicine” means that branch of 
medicine practiced by physicians in meeting medical problems 
and needs under occupational health programs. 

Occupational health programs in the United States stem 
from the medical services established by some employers in the 
middle of the 19th century to meet the needs of their employees 
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in locations where medical services were not satisfactory or 
readily available. Further impetus to their development was 
given by the enactment of laws in various states which obli- 
gated many employers to maintain safe and healthful work 
environments and to compensate employees for occupational 
disability or death. 

Occupational Health Programs.—Although health mainte- 
nance is primarily the responsibility of the individual, an 
occupational health program represents management’s recogni- 
tion of its obligation to provide a safe work environment and 
its opportunity to promote better health among its employees. 
While circumstances may affect the extent of certain services 
which may enter into a comprehensive health program, a high 
quality of performance must be preserved at all times. 

Cooperation between physicians, nurses, industrial hygienists, 
technicians and other personnel of the occupational health 
program and management personnel responsible for the em- 
ployment, safety and well-being of employees is essential. 
Occupational health personnel should cooperate also with 
private and official community agencies providing health, safety, 
employment and welfare services. 

Through the years many forms of occupational health pro- 
grams have been developed from which has emerged an accept- 
able basic pattern. Experience indicates that success can best 
be assured when: 

1. The program 

(a) Observes the basic principle of service to the individual 
by a physician and conforms to medical customs in the com- 
munity. 

(b) Complies with existing laws. 

(c) Emphasizes prevention and health maintenance. 

(d) Utilizes community medical resources when adequate or 
when they can be developed reasonably. 

2. The physicians participating in the program 

(a) Maintain high standards of professional service and con- 
duct for the benefit of employee and employer alike. 

(b) Cooperate and maintain proper liaison with other physi- 
cians in the community and with the local medical society. 

(c) Are engaged and compensated in accordance with the 
Principles of Medical Ethics of the American Medical Asso- 
ciation. 

(d) Do not use their occupational health affiliations as a 
means of gaining or enlarging a private practice among em- 
plovees. 

In recent years, with the recognition by employers and 
employees of the values attainable through occupational health 
programs which apply the advances in preventive medical and 
engineering knowledge, the earlier concept of curative occupa- 
tional medicine has been broadened to include and emphasize 
prevention and health maintenance. 

Although current programs reflect varying degrees of develop- 
ment, they all provide a common opportunity for employers, 
employees and physicians to carry on adult health programs 
which supplement other health services available in the com- 
munity and which serve as effective components in community 
health. 

From time to time, problems arise out of a misunderstanding 
of the proper scope of occupational health programs as con- 
trasted with medical programs for personal (non-occupational ) 
illness of employees. It is, therefore, essential that employers, 
employees, and physicians recognize the fundamental distinc- 
tion between these two types of programs. 

In general, these two kinds of programs differ in objectives, 
methods of financing, amount and type of services provided, 
and in some cases, in the composition of the group covered. 
Although the same medical personnel may serve or administer 
both types of programs, certain activities of occupational health 
programs are not appropriate to, and cannot generally be per- 
formed successfully within the framework of, personal medical 
service programs. The occupational health programs must be 
oriented to the work environment and to the health of the 
employee in relation to his job. On the other hand, when serv- 
ice rendered by physicians under occupational health programs 
exceeds the limits described hereafter, the occupational health 
program becomes to that extent a medical program for personal 
illness and should be so recognized by all concerned. 
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Medical Programs for Personal (Non-occupational) Ilness.— 
These programs owe their existence to certain factors and 
circumstances in the employer-employee relationship not direct- 
ly related to occupational health considerations. A major 
objective of such programs is to distribute the cost of medical 
service so as to lighten the economic burden on the employee. 
Some programs include dependents and/or retired employees as 
well as the employed group. They are usually designed to pro- 
vide medical, surgical, and hospital care. The cost of such 
programs may be financed jointly or solely by management, 
unions, or the subscribers. Medical services may be provided 
by personal physicians, or by physicians in management or 
union health centers, or by other physicians upon referral. 
Such personal medical services may be diagnostic, therapeutic 
or rehabilitative, and may be limited or comprehensive in scope. 
These programs are separate and distinct from occupational 
health programs, the objectives, activities facilities and person- 
nel of which are described in the remainder of this statement. 

Objectives of Occupational Health Programs.—The objectives 
of an occupational health program are: 

1. To protect individuals against health hazards in their 
work environment. 

2. To insure and facilitate the placement and suitability of 
individuals according to their physical capacities and their 
emotional make-up in work which they can reasonably perform 
with an acceptable degree of efficiency and without endanger- 
ing their own health and safety or that of their fellow em- 
ployees, and 

3. To encourage personal health maintenance. 

The achievement of these objectives benefits both employers 
and employees in terms of improved employee health, morale, 
and productivity. 

Activities to Attain Objectives.—In order to attain these 
objectives the following activities (and the maintenance of 
appropriate records ) are essential: 

1. Supervision of the work environment from a health stand- 
point. This requires periodic inspections by physicians of the 
entire premises used by employees, including provision for, and 
appropriate participation in, the procedures and tests required 
to detect and appraise health hazards. Such inspections and 
appraisals provide current information on health aspects of 
work conditions, processes and substances used, This informa- 
tion, including those relating to stress and mental health, will 
aid in evaluating any health hazards that may exist and in 
making appropriate recommendations for preventive or correc- 
tive measures, 

2. Health examinations. Unrealistic and needlessly stringent 
standards of physical fitness defeat the purposes of health 
a and of maximum utilization of the available work 

orce. 

Health examinations should consist of: 

(a) An initial examination to determine the health status of 
the individual in order to facilitate suitable placement in em- 
ployment. This examination should include (1) his family and 
personal medical history; (2) his occupational history; (3) a 
physical examination, and (4) other procedures to help deter- 
mine the individual’s employability and his capacity for work. 

(b) Subsequent examinations carried out at suitable intervals 
and designed to detect any sign or symptom of ill health 
related to employment conditions and to evaluate the health 
status of the individual in order to determine whether his 
health is compatible with his job assignment. 

All examinations must be conducted by physicians with such 
assistance from ancillary personnel as may be required. Prior 
to each examination, the individual should be advised as to its 
constructive purpose and value. At the conclusion of an exam- 
ination, the physician should discuss his findings meaningfully 
with the individual. When health defects are found, the 
physician should explain to the individual the importance of 
obtaining further medical attention, and encourage him to 
consult his personal physician. 

3. Medical records. The maintenance of accurate and com- 
plete medical records of every individual from the time of his 
first examination or treatment is a basic requirement. Except 
When otherwise required by law, the confidential character of 
these records, including the results of health examinations, 
must be rigidly observed by all members of the occupational 
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health staff, and such records must remain in the exclusive 
custody and control of the medical personnel. The patient 
should be informed of all pertinent health findings except when 
such disclosures would have an adverse effect on his health and 
well-being. A private physician or other agency may be pro- 
vided with a report of health findings when the patient so 
designates. Disclosure of health information should not be 
made without the approval of the patient except when essential 
to fulfill the legal obligations to the third party or to the public, 
and then, only to the extent necessary to fulfill such obligations. 

4. Medical diagnosis and treatment. Every employee should 
be encouraged to have a personal physician. 

(a) Diagnosis and therapy required by workmen's com- 
pensation laws for occupational injury or illness should be 
directed toward optimum rehabilitation of the employee. The 
right of the employee to select his attending physician should 
be maintained. The attending physician may be a member of 
the occupational health staff or any physician in the community 
willing and qualified to perform the essential services. 

(b) Diagnosis and therapy in case of non-occupational in- 
jury or illness is not a responsibility of an occupational health 
program, with the limited exceptions noted below. 

Emergency cases should be given the attention required to 
prevent loss of life or limb or to relieve suffering until the 
patient is placed under the care of a personal physician. 

For minor disorders, first aid or palliative treatment may be 
given if the condition is one for which the individual would 
not reasonably be expected to seek the attention of a personal 
physician, or to enable the individual to complete his current 
work shift before consulting a personal physician. 

In occupational health programs, requests for treatment of 
repetitive personal disorders should be discouraged, and such 
individuals should be referred to their personal physicians. 

(c) The best interests of a patient are served by cooperation 
and communication between attending physicians and physi- 
cians in charge of occupational health programs. In this way, 
prompt restoration of employees to suitable employment can 
be assured. 

5. Health and safety education. A high standard of occupa- 
tional health cannot be achieved without familiarity with, and 
the observance of, fundamental health rules. The development 
of an understanding of these rules and the promotion of their 
observance is an essential task in which an occupational health 
staff can render very valuable assistance. 

An occupational health program should promote the educa- 
tion of employees in matters of personal hygiene and health and 
encourage the use of safeguards provided to protect against any 
hazards to health which may be inherent in their jobs. The 
most favorable opportunities for carrying on health education 
and counseling will be afforded during visits to health facilities 
and through periodic inspections of the employee's place of 
work. 

Health and safety education involves the cooperative efforts 
of health, safety, and operating personnel. Such education 
should include not only the encouragement of habits of clean- 
liness and orderliness but also instruction, in collaboration with 
the employee’s immediate supervisor in safe work practices, in 
the use and maintenance of available personal protective cloth- 
ing and equipment. 

Experience has shown that health education is unlikely to be 
successful unless the employer demonstrates his sincere and 
continuing interest in the health of his employees. This entails 
participation by health personnel in health and safety meetings. 
Likewise, employees should be encouraged to participate in the 
planning and conduct of health education activities and to 
make full and effective use of occupational health services and 
facilities available to them. 

An occupational health program, to be effective and accepta- 
ble to the employee, must be staffed by objective and compe- 
tent personnel who create an atmosphere of warm, sincere, and 
positive personal helpfulness. 

Personnel.—All phases of an occupational health program 
should be under medical supervision. This requires the appoint- 
ment of a medical director, full or part-time, who is a qualified 
doctor of medicine. Training and/or experience in occupational 
medicine is desirable. The medical director should have a 
responsible role in the development and interpretation of 
medical policy. He should administer the health program and 
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be directly responsible to a designated official at the policy- 
making level of management. Additional physicians, as con- 
sultants or associates, may be required for an effective program. 
The duties of these physicians should be clearly defined by the 
medical director. 

Qualified auxiliary personnel, selected and directed by the 
physician in charge, are essential to the proper functioning of 
an occupational health program. According to program needs, 
these may include nurses, industrial hygienists, first aid attend- 
ants, and laboratory and clerical personnel. 

A nurse should be a graduate of an accredited school of 
nursing, registered and legally qualified to practice nursing 
where employed. Training and/or experience in occupational 
health is desirable. She should assist the physician in the super- 
vision of the health of employees while at work and in their 
health education. Her professional duties and nursing pro- 
cedures should be clearly defined in writing by the physician to 
whom she is responsible. 

One or more qualified first aid attendants, known to all 
employees, should always be available during working hours. 
They should receive periodic refresher instruction and be pro- 
vided with specific written instructions by the physician in 
charge. 

Facilities.—The facilities of an occupational health program 
may be available at the place of employment or in the com- 
munity. When provided on the employment premises, facilities 
should: 

1. Be located in a quiet area, readily accessible to employees; 

2. Be sufficiently spacious, well lighted, ventilated and 
heated; 

3. Include waiting, consultation, examining and treatment 
rooms, and toilet facilities, to insure adequate privacy and 
comfort; and 

4. Have appropriate medical and laboratory equipment. 

It may also be desirable to provide a rest or recovery room, 
dressing rooms and facilities for laboratory and radiological 
examinations. 

Conclusion.—Specific and detailed recommendations as to 
facilities, personnel and other aspects of individual occupational 
health programs obviously are beyond the scope of this state- 
ment. It is recommended that the local medical society be con- 
sulted to assure that a given program is in agreement with the 
objectives of this statement and with established community 
practices. 


B. Pertopic PHysicAL EXAMINATIONS 


Supplementary Report B was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health, 


In June, 1956, Resolution No. 54 was introduced and re- 
ferred to the Board of Trustees by the House of Delegates. The 
resolution recommended that “periodic physical examinations 
provided by the employer are within the province of the said 
employer, and do hereby provide a basis for a private enter- 
prise approach to health maintenance needs on a broad base of 
American citizens.” 

Following consideration of the resolution and the report of 
the Council on Industrial Health on “The Scope, Objectives, 
and Functions of Occupational Health Programs,” the Board 
feels that the report of the Council adequately covers the 
subject matter of the resolution. The report of the Council was 
submitted to the House of Delegates at this session as Sup- 
plementary Report A. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Supplementary Report B on Periodic Physical Examinations. 
—Your reference committee considered supplementary report B 
of the Board of Trustees on Periodic Physical Examinations and 
unanimously concurs with the expressed feeling of the Board 
of Trustees that the statement on “Scope, Objectives, and 
Functions of Occupational Health Programs” just presented to 
this House adequately covers the subject matter of Resolution 
No. 54 introduced in the June, 1956, meeting of the House of 
Delegates, and, therefore, no further action on this resolution is 


required. 


J.A.M.A., July 6, 1957 


C. Dues CoLLECTION EXPENSES 


Supplementary Report C was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 


In June, 1956, the House of Delegates requested the Board 
of Trustees to make a thorough study of the expenses incurred 
by the state medical associations in collecting A. M. A. dues. 
A letter was sent to the constituent medical associations on 
Sept. 11, and a follow-up letter on Jan. 3. To date all but six 
states replied. The breakdown is as follows: 


Dues Paying Members 


Cost per Member No. of States Represented 
1 747 
4 17,731 
0 
1 194 
0 


It will be noted from this breakdown that 28 states (repre- 
senting 65,808 members, or nearly 50% of the dues-paying 
members) are either satisfied or had no breakdown available. 
The states where the estimated costs were in the higher brackets 
were largely those with small memberships. In some instances 
also the percentage of the office rent and salaries of employees 
included as costs in collecting the dues was based on rather 
large percentages of time and space involved. 

The Board recommends that the present amount of 25 cents 
a member as reimbursement to the state medical societies be 
continued. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the 
following report, which was adopted: 

Supplementary Report C on Dues Collection Expenses.— 
Your reference committee considered supplementary report C 
of the Board of Trustees. This report is concerned with costs 
reported by constituent associations in the collection and for- 
warding of A. M. A. dues. The Treasurer of the Medical 
Society of the State of New York testified that $6,446 in costs 
were incurred in collection of A. M. A. dues during a period of 
nine months ending Sept. 30, 1956. It was pointed out by this 
officer that reimbursement at the rate of 25 cents per member 
in the amount of $2,230 resulted in a net loss of approximately 
$4,200. 

This testimony further disclosed that this problem may 
possibly be met if temporary escrow funds made up of A. M. A. 
dues collected by constituent associations were permitted to 
remain for given periods at state level for interest-gathering 
purposes without penalty as to membership privileges. 

Your committee recommends that the Board of Trustees ex- 
plore the possibility of authorizing constituent associations to 
follow this course of action based upon individually considered 
local situations. 


D. INTERIM SESSION 


Supplementary Report D was referred to the Reference 
Committee on Reports of Board of Trustees and Secretary. 


Resolution No. 18 on the discontinuance of the interim ses- 
sion, and the subsequent report of the Reference Committee on 
Amendments to the Constitution and Bylaws, adopted by the 
House of Delegates at the Seattle meeting, were considered by 
the Board. It will be recalled that the recommendation of the 
reference committee was to the effect that the Board consider 
the advisability of holding an interim meeting of the House of 
Delegates in Chicago each November or December and a 
interim scientific session in November or December of each 
year in different parts of the United States. 
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The following figures, based on the Seattle Clinical Session, 


are submitted for your information: 


Total eost (scientific session and House of Delegates).. $147,203.36 
Cost of Clinical Scientific Session only, in Seattle ..... 56,908.45 
Estimated cost of holding only House of 
Cost of holding scientific meeting in Seattle and 
House of Delegates alone in Chicago ................ 75,693.45 


Breakdown of estimated cost of holding only House of Delegates 
meeting in Chicago: 


Rental of ballroom for four days at $75.00 ..........ce005 $ 300 
Rental of committee rooms—1 day 100 
Rental of Secretary’s Office—7 days ..........cccccccccccecs 105 
Rental of Board of Trustees room—7 days ...........e.0. 105 
Mimeographing (supplies, equipment, ete.) 275 
800 
Printing Handbooks, ete. .............. 5,000 
Local accommodations for staff .........cccecccccccccccccs 650 
Board of Trustees and officers expenses .............0005: 4,600 
25 

$18,785 


Notwithstanding the fact that there is some saving of money 
in holding the House of Delegates in Chicago separately, the 
Board of Trustees is of the opinion that the House of Delegates 
and the Scientific Clinical Session should be held at the same 
time and place. As long as the House of Delegates desires to 
continue the Clinical Session it is felt that the membership in 
ever-increasing numbers are visiting the sessions of the House. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the fol- 
lowing report, which was adopted: 

Supplementary Report D on Interim Session.—Your com- 
mittee considered the supplementary report of the Board of 
Trustees on the Interim Session outlined in Resolution No, 18 
(Nov., 1956), which proposed discontinuance of this activity. 
It was also proposed that consideration be given to separating 
the interim session of the House of Delegates from the scientific 
work of the Association at the Clinical Session. In this report 
the Board analyzed the expenses incurred by the Association in 
this particular activity. It is significant that the additional cost 
of coneurrently conducting the Clinical Session with the House 
of Delegates is proportionately small. 

Your committee feels that the value of the interim session has 
been demonstrated in public relations values and in areas of 
scientific activity. Your committee feels that the initial intent of 
the interim session was to carry the work of the Association to 
less populous areas of the nation where conduct of the annual 
session is not practical. It is obvious that this policy enables 
many members to avail themselves of these scientific, post- 
graduate benefits without extensive travel. Concurrently con- 
ducted scientific sessions with meetings of the House of 
Delegates stimulates attendance of those who contribute to 
deliberations of the House. The modest and proportionately 
small additional costs involved represent funds, in the opinion 
of your committee, wisely expended. 

Your committee, therefore, concurs heartily with the Board 
that the House of Delegates meeting and the scientific Clinical 
Session should be held at the same time and place, and it is 
recommended that the present practice be continued without 
change, 

E. TRAVEL EXPENSES OF SECTION SECRETARIES 


Supplementary Report E was referred to the Reference 
Committee on Sections and Section Work. 


As requested by the House of Delegates, the Board of 
Trustees considered Resolution No. 24 which recommended 
that the secretaries of the scientific sections be paid for the 
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cost of their transportation to and from meetings of the Ameri- 
can Medical Association. 

The Board fully appreciates the work of the section secre- 
taries and realizes that they are responsible for the programs 
at the June meeting. However, it feels that the payment of 
their expenses would establish a precedent. 

An honorarium of $250 is given annually to the secretaries 
of sections. 


REPORT OF REFERENCE COMMITTEE ON 
SECTIONS AND SECTION WORK 

Dr. Charles J. Ashworth, Chairman, Rhode Island, submitted 
the following report, which was adopted: 

Travel Expenses of Section Secretaries.—The supplementary 
report of the Board of Trustees dealing with traveling expenses 
of section secretaries was discussed with officials of the Ameri- 
can Medical Association, delegates of various states, as well as 
delegates of the Sections. At the Seattle meeting, Resolution 
No. 24 dealing with this subject was referred by the reference 
committee to the Board of Trustees for appropriate action. The 
consensus, as expressed by those appearing before the com- 
mittee, favors payment of transportation expenses for meetings 
of the American Medical Association which section secretaries 
are required to attend, 

Your reference committee, after considering all phases of this 
subject, therefore recommends the payment of transportation 
expenses of section secretaries as above indicated. 


F. 


Supplementary Report F was referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health. 


The following report of the Committee on Poliomyelitis was 
approved by the Board of Trustees and is transmitted to the 
House of Delegates for its information. 

Following the passage of the Dec. 14, 1956, resolution of 
the Board of Trustees to encourage the use of poliomyelitis 
vaccine by the public, a meeting was called in Washington, 
Jan. 5, 1957, to discuss possibilities. The meeting was held in 
the A. M. A. office with physicians representing the American 
Academy of General Practice, the American Academy of 
Pediatrics, the Association of State and Territorial] Health 
Officers, the United States Public Health Service, and the 
American Medical Association in attendance. The group agreed 
that the poliomyelitis (Salk) vaccine was both safe and effec- 
tive but that it was not being used as extensively as it should 
due to public apathy, and that an all-out effort by the medical 
profession was necessary to promote vaccination of all persons 
under 40 years of age. Recommendations adopted were that 
(1) a special committee on poliomyelitis should be appointed 
by the A. M. A., (2) a national conference of state medica! 
societies should be held as soon as feasible, and (3) the various 
states and local communities should be urged to carry on 
poliomyelitis vaccination programs. 

The Executive Committee of the Board of Trustees held a 
telephone conference on Jan. 7 and endorsed these recom- 
mendations. The following A. M. A. Committee on Poliomyelitis 
was appointed: 


Julian P. Price, M.D., Chairman (Member, Board of Trustees, 
A. M. A.) 

Leroy Burney, M.D. (Surgeon General, U. S. Public Health 
Service ) 

Ralph E, Campbell, M.D. (Professor, Obstetrics and Gyne- 
cology, University of Wisconsin ) 

Edgar Martmer, M.D. (President, American Academy of 
Pediatrics ) 

A. C. Offutt, M.D. (Association of State and Territorial 
Health Officers ) 

Walter L. Palmer, M.D. (American College of Physicians ) 

Malcom E. Phelps, M.D. (President, American Academy of 
General Practice ) 

Gunnar Gundersen, M.D. (Chairman, Board of Trustees, 
A. M. A.) 

Dwight H. Murray, M.D. (President, A. M. A.) 

David B. Allman, M.D. (President-elect, A. M. A.) 

Leo E. Brown, Secretary (Department of Public Relations, 
A. M. A.) 
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On Jan. 26, representatives of every state medical society, 
including Alaska and Hawaii, convened in Chicago to discuss 
immunization programs. (The expense of this conference was 
borne by the A. M. A. and the approximate cost was $10,500. ) 
Those in attendance heard reports on the amount of vaccine 
available for use, the state and county programs already in 
operation, the public service potentials of community campaigns 
and suggestions for program procedure. (The proceedings of 
the conference were published by the National Foundation for 
Infantile Paralysis, under the editorship of Dr. Thomas Rivers, 
and a copy was mailed to each physician in the country, The 
committee wishes to express its thanks to the National Founda- 
tion for this work. ) 

Response to the call for action was overwhelming. State and 
local medical societies in 42 states and one territory organized 
campaigns. Following the suggestion of the committee, most of 
these drives were planned on a local basis, with state society 
coordination and assistance. Policies regarding free public 
clinics differed from one community to another and were 
adapted to the local need. Most county societies set a maximum 
$3 fee for office immunization. 

By March 15, not only was the Jan, 1 backlog of 26,000,000 
cc. of vaccine sold but also an additional 10,500,000 cc. pro- 
duced since the first of the year. Campaigns were so successful 
that vaccine supplies began to vanish in some areas. Several 
programs were postponed because of vaccine shortage. 

Confronted with this problem, Surgeon General Burney 
called a meeting of poliomyelitis program leaders in Washing- 
ton on March 30. (Five members of the A. M. A. committee 
were in attendance.) He announced that drug manufacturers 
had stepped up production and would release 35,000,000 to 
40,000,000 cc. by July 1. The group recommended that cam- 
paign plans be extended to a year-round basis to even up 
vaccine distribution. It was suggested that pregnant women 
and persons under 20 receive immediate priority. A balance 
between commercial and public vaccine outlets should be 
maintained on a voluntary system, the group decided. Dr. 
Burney designated two Public Health Service staff members in 
each of the department’s eight regional offices to collect and 
distribute pertinent data on inoculation programs. 

Reports of state and local programs, as they were developed, 
were prepared by the Secretary, Mr. Leo E, Brown, and his 
assistants. These were sent with other pertinent material to the 
various medical societies to give them up-to-date news of 
national immunization progress, vaccine supplies, successful 
publicity ideas and program policies. The aid of other service 
and professional organizations, such as Kiwanis International, 
AFL-CIO, and the Advertising Council, was enlisted to help 
promote the drive. State and local committees were encouraged 
to work with state and local chapters of the National Founda- 
tion for Infantile Paralysis. 

The work of the Committee on Poliomyelitis has shown the 
great value of joint effort. Since its inception there has been 
close cooperation between those professional organizations 
which are most vitally concerned with the widespread use of 
poliomyelitis vaccine. For this we are grateful, and we wish to 
thank those who have represented the different organizations. 
Particular thanks are due to Drs. Malcom Phelps and Edgar 
Martmer for their yeoman service in transmitting information 
to their respective academies and in stimulating their members 
to activity, and to Dr. Leroy Burney, surgeon general, who has 
stood foursquare with the rest of the committee in the belief 
that the vaccination program should be administered on a state 
and local level without any assistance or supervision from the 
federal government. 

The A. M. A, Committee on Poliomyelitis will continue to 
function as (1) a collector and dispenser of information and 
suggestions, and (2) a catalytic agent in encouraging the 
continued giving of the vaccine through state and local pro- 
grams and by physicians in their offices. The ultimate goal 
must be a complete course of immunization for as great a 
number as posstble of our citizens under 40 years of age. 


J.A.M.A., July 6, 1957 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Supplementary Report F on Poliomyelitis.—Regarding sup- 
plementary report F of the Board of Trustees on poliomyelitis, 
your committee agrees with the statement made before it by 
Dr. Julian Price that “The report speaks for itself,” and your 
committee can add little to the remarks made before this 
House on June 3 by Drs. Gundersen and Price. 

It is noted with satisfaction that the Board of Trustees acted 
very promptly in this matter and obtained the excellent co- 
operation of numerous national organizations, both lay and 
professional, in stimulating interest in the immunization pro- 
gram. 

The shortages of vaccine which resulted from the demands 
created by this program are being overcome by increased 
production, and steps have been taken by the Public Health 
Service to assure uniformity in volume of individual vials of 
vaccine. 

Your committee was also interested in hearing of the experi- 
ments now going on to mix antipoliomyelitis vaccine with triple 
vaccine for initial immunization procedures for children. 

Both the Board of Trustees and its Committee on Poliomye- 
litis should be congratulated for their prompt action in a crisis. 


G. MEDICAL PROFESSIONAL LIABILITY 


Supplementary Report G was referred to the Reference 
Committee on Insurance and Medical Service. 

The following special report of the Law Department on 
medical professional liability was approved by the Board of 
Trustees and is transmitted to the House of Delegates for its 
information. The Board also voted that the recommendations 
made by the Law Department be approved and implemented. 


SPECIAL REPORT OF THE LAW DEPARTMENT 
MEDICAL PROFESSIONAL LIABILITY 


Introduction 


At its meeting in Deccember, 1954, the Board of Trustees 
requested the Law Department to review previous actions of 
the American Medical Association with respect to medical 
professional liability and to plan and initiate any necessary 
additional studies. This action by the Board was taken in 
response to a number of resolutions presented to the House of 
Delegates by state medical societies requesting advice and 
assistance in this field. After consultation with the staff of the 
Council on Medical Service and the Committee on Professional 
Liability of the Committee on Medicolegal Problems, it was 
determined that further investigation and study was necessary 
and desirable. 

It was recognized at the outset that two approaches to the 
study were available. We could say as little as possible about 
the subject for fear of stimulating additional claims or we 
could plan a program designed to educate the members of the 
profession concerning accident and claims prevention and alert 
them to the pitfalls and occupational hazards in the practice of 
medicine. It was and is our belief that only by facing up to the 
facts of the past and present concerning medical professional 
liability can the profession intelligently plan ways and means 
to cope with this problem in the future. 

Since the initiation of its study, the Law Department has 
submitted three progress reports to the Board of Trustees: one 
in May, 1955, one in November, 1955, and the most recent in 
May, 1956. This report is intended to summarize the most 
significant results of our study up to the present time. 

For approximately two years, facts, figures, and opinions 
have been collected. This material has been reviewed, studied, 
and analyzed, It is hoped that the results will add to existing 
knowledge in the field and will provide the basis for workable 
and effective professional liability claims prevention programs. 


Scope of the Study 


The following projects have been completed and the results 
have either been published in THe JourNnat or will appea 
within the next few weeks: 
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(a) State Regulations.—A questionnaire was prepared jointly 
with the Council on Medical Service and sent to each state 
insurance commissioner for the purpose of obtaining authorita- 
tive information regarding the regulation and control of pro- 
fessional liability insurance rates. 

(b) Survey of State Medical Societies—A questionnaire was 
sent to all of the state medigal societies and the medical 
societies of the District of Columbia, Hawaii, and Alaska to 
obtain the opinion of society officials concerning such subjects 
as: the average amount of coverage and the availability of pro- 
fessional liability insurance, the most prevalent problems in the 
field, and the status of claims prevention programs. 

(c) State Statutes of Limitation.—A detailed study has been 
made of the statutes of limitation of each state relating to 
medical professional liability. 

(d) Analysis of Reported Cases.—A review has been made of 
medical professional liability court cases on which official re- 
ports have been published from 1935 through 1955. The 
analysis of these reported cases indicates the geographical areas 
in which professional liability cases occur most frequently, the 
types of medical procedures involved, the circumstances which 
caused the suits to be filed, and their disposition, 

(e) Government Physicians.—An analysis has been made of 
professional liability claims involving physicians in all branches 
of federal government service. 

(f) Survey of National Medical Societies—A questionnaire 
inquiring as to available group insurance programs or other 
similar arrangements was sent to and completed by 13 national 
medical societies. 

(g) Opinion Survey of Physicians.—A questionnaire was sent 
to approximately 7,500 members of the American Medical 
Association, representing a random sample of about 5% of the 
membership. Of these questionnaires 71.2%, or 5,341, were 
completed and returned. Opinions were requested on various 
aspects of medical professional liability and inquiry was made 
as to whether a professional liability claim has ever been 
brought against them. A second questionnaire requesting de- 
tailed information was sent to those physicians who indicated 
that a professional liability claim or suit had been brought 
against them. 

(h) Special Articles—The preparation and publication of a 
series of articles on various aspects of medical professional 
liability, entitled: The History of Professional Liability Suits in 
the United States; Expressing Opinions as to Former Treat- 
ments; Put It in Writing, Doctor; Medicolegal Hazards of Anes- 
thesia; Hazardous Fields of Medicine in Relation to Professional 
Liability; Res Ipsa Loquitur—Liability Without Fault; Rule of 
Respondeat Superior; Professional Liability Insurance: Amount 
of Coverage; and Professional Liability Claims Prevention. 

The above categories of inquiry form the basis for this re- 
port. In conducting this study our hypothesis has been that 
most professional liability claims can be prevented if knowledge 
of the causes of past claims is put to intelligent use. The in- 
formation we have obtained, thus far, confirms this belief. 
Although we have not exhausted all possible sources of informa- 
tion, we have learned a great deal about professional liability 
and the causes of claims. 


The Law of Professional Liability 


Although this report is primarily concerned with the legal 
duty of the physician to avoid injury to his patients, we also 
of necessity have given some consideration to the physician’s 
ethical, moral, and social responsibilities in the practice of 
medicine, Generally, the fulfillment of these responsibilities 
will serve to satisfy the obligations which the law imposes upon 
the physician. 

It is a general rule of law that a physician must possess 
that degree of medical knowledge and skill possessed by other 
Physicians in his or a similar community engaged in a similar 
type of practice. He must also use his best judgment and 
reasonable and ordinary care in applying his knowledge and 
skill to the treatment of patients, The specialist or the man who 
holds himself out to the public as a specialist is required to 
Possess and exercise that degree or care and skill commonly 
Possessed by those engaged in the same specialty, in the same 


or similar community. 
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The Nature of the Problem 


Patients who have sustained an unsatisfactory result and 
are aware that they have not received the best possible med- 
ical care are potential claimants. Where there is a poor medical 
result, merely fulfilling legal standards of care is sometimes 
not enough to prevent a claim. This usually is the case when 
the patient believes that the physician is not sufficiently sym- 
pathetic or if he considers the physician's fees to be excessive. 

Professional liability cannot therefore be properly regarded 
as a legal problem exclusively. It is also a medical problem and 
one which in our opinion requires the same intensive study 
that the profession has devoted to the conquering of disease. 
The legal problems associated with medical professional liability 
can be dealt with adequately only if medicine will provide 
the type of emphasis to accident prevention and the utilization 
of already acquired knowledge as it does to scientific advance- 
ment. When effective means are discovered for reducing or 
minimizing medical professional liability problems it will be 
physicians who will lead the way by devising techniques that 
will minimize medical mistakes and patient dissatisfactions. 


Availability of Professional Liability Insurance and 
Amount of Coverage 


Without exception, all of the organizational representatives 
who replied to our medical society questionnaire indicated that 
medical professional liability insurance was available to the 
physicians in their states. Furthermore, all of them, except two, 
stated that it is not difficult to obtain. One indicated that 
physicians in certain specialties had difficulty, and another said 
that difficulties had been encountered by physicians who had 
a previous claim or suit brought against them. 

In the survey of individual physicians, 92.3% said that they 
carried professional liability insurance and 92.6% said that the 
insurance was not difficult to obtain. Of those answering the 
questionnaire, 56.4% expressed the opinion that the cost of 
professional liability insurance is reasonable. 

The limits of professional liability coverage appear to vary 
widely even within a state and within the different types of 
practice. According to the information supplied by medical 
society representatives, the average (median) coverage across 
the country for general practitioners is $25,000 for one claim 
and $75,000 for all claims during the year; for surgeons and 
other specialists $100,000 and $300,000. There are at least 45 
carriers writing medical professional liability insurance in the 
United States. 


Effect of Professional Liability Claims on Physician's Reputation 


A substantial majority of medical society representatives re- 
ported that in their opinion professional liability claims have 
little or no effect on the reputation and on the practice of the 
physician involved. A few medical society spokesmen explained 
that in the smaller communities in their area the effects of such 
claims and suits are more pronounced than in larger communi- 
ties. Other responses indicated that the effects were greater 
when newspaper publicity was given to the case. A few 
responses explained that the effects were more adverse if the 
physician had previously been the subject of a professional 
liability claim or suit. 


Incidence of Professional Liability Claims 


Many medical society executives and individual physicians 
have, on numerous occasions in the past, expressed concern over 
what they describe as an “alarming” increase in the frequency 
of professional liability claims. It is unfortunate that insurance 
company records are either unavailable or inaccessible to de- 
termine the actual trend. Realizing that the individual physician 
may not be in a position to supply authoritative information 
as to whether there is, in fact, a rapid rise in the frequency 
of claims in his community, in the absence of more accurate 
data, we nevertheless feel that their opinions deserve con- 
sideration. According to our survey of physicians, only 29.7% of 
the respondents to the question on this point were of the 
opinion that there has been an increase during the past five 
years, Thirty-nine and seven-tenths per cent of the respondents 
felt that the incidence of claims had not increased. The re- 
mainder thought that claims had decreased or else they had 


no opinion. 
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In California, Louisiana, New York, Rhode Island, Utah, the 
District of Columbia, and Hawaii, there was a clear-cut ex- 
pression of opinion that professional liability claims have in- 
creased in frequency during the past five years. For example, 
59.7% of the California physicians said that in their opinion 
there has been an increase. 


Validity of Claims 


Our study of reported court decisions and the survey of 
physicians who stated that a claim had been brought against 
them indicates that approximately 50% of the claims and suits 
could not be sustained legally. There were, however, a con- 
siderable number of instances reported in which a claim was 
brought against a qualified physician which involved either 
actual negligence in treatment or substantial basis on which 
a patient could reasonably believe he suffered from the negli- 
gence of a physician, In a few instances it appeared that the 
claims were either fraudulent or so wholly lacking in founda- 
tion as to compel the inference that the patient was acting in 
bad faith. 

Many physicians consider the problems of professional lia- 
bility as a matter of academic interest. The fact is that profes- 
sional liability claims are not limited to a small group of 
“malpractice prone” doctors. Among the physicians who indi- 
cated that they had experienced claims, 86.5% incurred only 
one claim in their entire professional practice. Only 10.5% of 
the physicians who reported claims had two claims in their 
entire professional practice; 1.9%, three claims; and 1.1%, four 
claims. Our figures indicate that professional liability is the 
problem of the many, not the few. 

In a number of cases which were resolved in favor of the 
physician because of technical legal grounds, it is possible that 
the verdict would have been against the defendant had the case 
been decided on its medical merits. On the other hand, there 
was a significant number of cases involving the doctrine of 
“res ipsa loquitur” (the thing speaks for itself) wherein the 
courts assumed negligence solely because there was no medical 
explanation for an unsatisfactory result. 


Professional Liability Claims Review Committees 


The executives of 31 state medical societies indicated that a 
claims review program has been established in their state on 
either a state or county level. The usual procedure followed 
by these committees is this: When a claim is reported, the 
physician involved is called in to meet with the committee. The 
committee attempts to determine whether the claim is legiti- 
mate and whether there is evidence of actual professional 
liability. If the physician has been careless or unethical or has 
undertaken procedures beyond his competence, he and the in- 
surance carrier are advised to settle the case. If the negligence 
of the physician is not apparent, every legitimate effort is made 
to encourage or assist in the defense of the case. 

We feel that these committees can render a real service to 
the public and the profession by indirectly improving the qual- 
ity of patient care, and in the discouragement of invalid or 
nuisance claims. Such committees should not attempt to usurp 
the function of courts in the adjudication of claims nor inter- 
fere in the normal relationship between the physician and his 
insurance carrier. 


Professional Liability Claims Prevention Programs 


Although only 21 state medical societies reported that they 
have a claims prevention program, 73.9% of the physicians 
polled believe that such programs perform a valuable function. 
Of the physician respondents, 23.7% said that a claims pre- 
vention program is now offered by their county medical societies. 
Of this number, 76.1% rated their county programs as either 
adequate or excellent. 

It appears from these figures, and from the fact that 76.3% 
of the physicians reported the absence of claims prevention 
programs in their county medical societies, that there is a nation- 
wide need and a desire on the part of the medical profession 
to stimulate the initiation of such programs. 

If properly planned and implemented such programs have a 
twofold objective: the prevention of medical accidents which 
lead to claims and the prevention of unwarranted claims—in 
brief, the improvement of medical service. 
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Claims Statistics 


Following are some of the significant statistics concerning 
professional liability claims as shown by our survey of phy- 
sicians: 

(a) 14.1%, or approximately one out of every seven phy- 
sicians responding to our questionnaire, experienced professiona] 
liability claims during his professional medical career. 

(b) 53.7% of those who have had claims said that the 
claims were brought against them since 1950. 

(c) 43% said that the alleged act of malpractice occurred 
since 1950. 

(d) 34 years was the approximate median age of patient 
bringing the claim. 

(e) 55% of the claimants were female, but 10 states had 
more male than female claimants, and 6 states had about the 
same number of female and male claimants. 

(f) 72.5% of the physician respondents who had claims re- 
ported that they had personally performed the treatment or 
act of alleged malpractice. 

(g) 67.2% of the incidents of alleged malpractice occurred 
in hospitals, 23.9% in the physician’s office, 6.3% in the home of 
patient, and the remaining 2.6% occurred elsewhere in such 
places as factories, or the place of the incident was not stated 
by the respondent. 

(h) 30.9% of the claims involved surgery, 20.0% medicine, 
19.7% orthopedics, 12.5% obstetrics and gynecology, 6.2% neu- 
ropsychiatry, 5.6% anesthesiology, and the remaining 1.1% were 
either too small to tabulate separately or were not stated by 
the respondent. 

(i) The physicians who had 93.2% of the claims reported 
that they had professional liability insurance at the time of 
the alleged incident. 

(j) 28.9% of the physicians against whom claims were 
brought are certified by an American specialty board. 

(k) 50.4% of the physicians against whom claims were 
brought stated that they were full-time specialists. 

(1) Physicians experiencing claims said that they were in 
practice, on the average (median), about 13 years before they 
had a claim. 


Conclusions 


After studying the problems of medical professional liability 
for the past two years, our basic conclusion is that most claims 
are preventable and not inevitable. We feel that our analysis 
of professional liability cases and claims and the surveys we 
have conducted warrant the following specific conclusions: 

(a) An element which is present in all professional liability 
claims is dissatisfaction arising out of the physician-patient re- 
lations. Many of the cases which actually involved substandard 
medical treatment would probably not have matured into claims 
had it not been for some other cause of friction between the 
patient and the physician. 

(b) Professional liability, although varying in severity in dif- 
ferent localities, is a national problem which transcends local 
boundaries. To be effective, a professional liability claims pre- 
vention program requires leadership at the national as well as 
the state and local levels. 

(c) The objective of the medical profession is not the pre- 
vention of professional liability claims as such, but the preven- 
tion of avoidable errors and omissions that result in injury to 
the patient and stimulate litigation, and the discouragement ol 
unfounded claims. To implement this objective there is need 
for (1) an intensive educational program which emphasizes the 
nonmedical as well as the medical causes for professional 
liability claims, and (2) the utilization of the. self-disciplining 
resources of the medical profession in the prevention of medical 
accidents within and outside the hospital. 

(d) Regardless of the safety measures that are taken, the 
ever-increasing complexities of modern medicine create pos 
sibilities for human errors and omission even among the most 
qualified and experienced practitioners. 

(e) In the interest of the public as well as the profession, 
physicians who have demonstrated that they are careless, it- 
competent or unethical in the treatment of patients should be 
dealt with effectively through medical society, state licensure 
and hospital disciplines to prevent the recurrence of patient! 
injury. 
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(f) An effective educational and accident prevention program 
should include not only physicians, but physicians’ employees 
and the hospital personnel for whose acts the physician may be 
responsible. 

(g) An effective prevention program should include periodic 
examinations of equipment to avoid mechanical failures, and 
the abandonment of obsolete and defective devices. 


Recommendations 


(a) Considering that more than two out of three of the 
incidents resulting in professional liability claims occur in hos- 
pitals, patient tort liability is now a matter of common interest 
and mutual concern between the medical profession and hos- 
pitals. It is suggested that the Board of Trustees consider the 
advisability of entering into discussions with representatives of 
the American Hospital Association with the objective of for- 
mulating and implementing an effective in-hospital safety and 
accident prevention program. 

(b) We recommend that this report be calied to the at- 
tention of the American Medical Association’s representatives on 
the Joint Commission on the Accreditation of Hospitals for 
their consideration as to the feasibility of encouraging that 
organization’s interest in the subject herein presented. 

(c) That state and county medical societies be urged by 
the Board of Trustees and the House of Delegates to create or, 
if in existence, implement more effectively, claims prevention 
programs. To facilitate the efforts of the state societies in this 
project, the Law Department is forwarding to each state ex- 
ecutive secretary all statistics pertaining to his state which have 
been collected during the course of the current survey. 

(d) That state and county medical societies be encouraged 
to show the film on medical professional liability prevention 
which will be previewed on June 5, 1957, and to plan in- 


§ formational and educational programs on this subject at state 


and county meetings. 

(e) That the Board of Trustees authorize the printing and 
distribution of the compilation of medicolegal forms and ex- 
planatory text material which has been developed by the Law 
Department. 

(f) That the Law Department be authorized to conduct the 
second phase of the professional liability survey, consisting of 
an opinion survey of selected attorneys and the judiciary, an 
analysis of available information concerning insurance experi- 
ence and a survey of comparable fields of negligence actions. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Supplementary Report G on Medical Professional Liability.— 
Your reference committee reviewed the excellent report pre- 
pared by the Law Department which was submitted, in its 
entirety, by the Board of Trustees. The recommendations con- 
tained in the report as approved by the Board of Trustees are 
endorsed by this reference committee. It is the suggestion of 
the committee that state and county medical societies urge their 
members to read the series of articles on this important subject 
which are currently being published in THe Journat of the 
American Medical Association. State and county medical socie- 
ties are particularly urged to implement recommendations (c ) 
and (d) dealing with the creation and implementation of claims 
prevention programs and the showing of the new film on med- 
ical professional liability, entitled “The Doctor Defendant,” 
which is being previewed at this session. Your committee de- 
sires to commend the Law Department for the work which it 
has done in the field of medical professional liability and en- 
courages it to continue with the specific items referred to in 
recommendation (f). 


H. GENERAL PRACTICE Prion TO SPECIALIZATION 


Supplementary Report H was referred to the Reference Com- 
mittee on Medical Education and Hospitals. 


The following majority and minority reports of the Com- 
mittee on General Practice Prior to Specialization were accepted 
by the Board of Trustees and are transmitted to the House of 
Delegates for its consideration and action. 
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Majority Report 

Since the presentation of its progress report to the Board of 
Trustees at the 1956 Clinical Session in Seattle, the Committee 
has followed the Board’s suggestion to “limit its deliberations to 
the problem it was originally assigned to study.” This problem 
is clearly implied by the name of the Committee. 

The Committee has also noted the Board's advice that it may 
“discard from future consideration all of the many factors bear- 
ing on the preparation of a physician to practice a specialty 
except the single one of prior experience in general practice.” 

Before reviewing the Committee's recent activities, we should 
like to let the Board know that a report has been received 
from the Bureau of Medical Economic Research, based on the 
1954 postcard survey addressed to a 25% random sample of 
diplomates of American specialty boards. The survey was con- 
ducted at the request of the ad hoc Committee on General 
Practice Prior to Specialization, of which the late Dr. A. C. 
Scott Jr., was chairman. This report included, at our request, 
the Bureau’s interpretation of these data. The Committee be- 
lieves that publication of the report in this form probably is 
desirable but wishes to defer a final recommendation until 
there is opportunity to confer with the Director, Frank G. Dick- 
inson, Ph.D., who is out of the country for several months. 

It is evident that this survey has been concerned with general 
practice prior to specialization in the 1920's, 1930's, and 1940's. 
There is unanimous agreement within the profession that the 
ultimate goal is the maximum current medical welfare and 
benefit for the patient. Accordingly, it would seem desirable to 
investigate attitudes and opinions as applied to general or spe- 
cial practice in 1960 or 1965. This is a difficult assignment, but 
may be approached by considering the views of the more 
recent graduates. 

In this connection, it should be remembered that 7 of the 19 
major specialty boards have been organized only within the 
past two decades. Most of the graduates of this period have 
been indoctrinated to some degree in “comprehensive medi- 
cine” by participating in some of the following: 

Undergraduate and graduate home-care programs; 

Out-patient departments; 

Preceptorships; 

Internships and residencies; and 

Armed services. 

As we understand the findings of this postcard survey, the 
Committee believes that the postcard survey indicates that most 
recent graduates would oppose a compulsory period of general 
practice prior to specialization. 

It is apparent that there has never been a universally ac- 
cepted definition of general practice. Indeed, there are differ- 
ences of opinion regarding both its definition and scope among 
highly qualified and sincere individuals. The Committee re- 
quired a working definition. Accordingly, it has reviewed a 
compilation of more than a score of definitions and has re- 
quested advice from representatives of the conferees mentioned 
later in this report. For the purpose of this study the Committee 
has adopted the following definition: 

“General practice is that area of medical care performed by 
a doctor of medicine in those fields of diagnosis and therapy 
commensurate with his professional competence, assuming a 
total continuing responsibility for the health of the individual 
or the family as a unit.” 

In pursuing the assignment from the Board, the Committee 
has requested advice from constituent associations, component 
societies, and any American Medical Association member in a 
notice published in the Secretary’s Letter, Jan. 11, 1957. 

The Committee met in Chicago on Feb. 9, 1957, and de- 
voted a major portion of the day to conferences with repre- 
sentatives from the American Academy of General Practice, the 
Council on Medical Education and Hospitals, the specialty 
boards, and interested individual members of the Association. 

The specific questions under consideration by the Committee 
which were presented to representatives of the various medical 
specialties are: 

1. Is general practice prior to specialization desirable? 

2. Is it practical? 

3. If so, how can it be implemented? 

Each group was afforded an opportunity to express the point 
of view of the specialty represented. While there was a general 
consensus that all physicians should have the best possible op- 
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portunity to acquire the “art of medicine” and learn the need 
and importance of a comprehensive approach to the patient as 
a person, there was no unanimity concerning the desirability 
of general practice per se prior to specialization as a means of 
achieving such objectives. 

Some expressed the belief that the “art of medicine” can be 
acquired only through an experience in general practice. Others 
believed that this art can be acquired through basic instructions 
beginning in medical school and continuing with the precept 
and example encountered during internship and_ residencies. 
However, it was generally conceded that the acquisition of the 
“art of medicine” is primarily dependent upon the qualities in- 
herent in the individual physician and that there is no single 
method of education or practice experience which, in itself, can 
or will develop this facet of the physician. 

Although some expressed the opinion that an experience in 
general practice may be valuable prior to specialization, others 
felt there were other approaches to specialization that may be 
equally or more valuable. There was consensus to the effect 
that an individual should have freedom to choose to go into 
general practice preliminary to seeking training as a specialist, 
if he so desired, but that the requirement of such an experience 
prior to specialization is impractical and educationally inde- 
fensible. 

In this conference, as well as in its study of general practice 
prior to specialization, the Committee found that the matter 
did indeed cut across other areas of more general concern and 
that it involved all levels of medical education. The Committee 
believes that some of these areas should be mentioned, for it 
is impossible to remove this question completely from the con- 
text of related matters. Among those that seem of special 
significance are the following: 

1. Emphasis must be placed where it belongs when consider- 
ing all health services, including: 

a. The best interest of the patient; and 

b. The future responsibilities of undergraduate medical col- 
leges and of hospitals approved for teaching programs in supply- 
ing competent physicians for the future needs of the country. 

2. There is general agreement that all graduates should have 
a minimum of two years of hospital experience. This should be 
a well-rounded teaching program for the young physician de- 
signed to equip him properly to practice in either civilian life 
or in the medical departments of the uniformed services. The 
Committee believes that this raises two questions which require 
consideration by appropriate councils or committees of the 
American Medical Association: 

a. Whether or not the medical departments are presently 
in a position, personnel-wise, to allow a graduate to complete 
two or more years of hospital training before serving in uni- 
form; and 

b. General acceptance of a two-year rotating internship. 

3. The number of years of practice of medicine, whether 
general or specialized; hospital experience; membership in med- 
ical organizations; and other pertinent data may properly be 
considered by the credentials committee of the medical staff 
of any hospital for evaluation of the staff and subsequent 
recommendation to the governing board of the institution. 
However, individual merit and competence should be the sole 
criteria for selection and under no circumstances should the ac- 
cordance of staff membership or professional privileges in a hos- 
pital be dependent alone upon certification or membership in 
specialty societies. 

4. The original action of the House at the clinical session of 
1952 was to authorize the Speaker to appoint a committee “to 
study this problem and bring back a report to the House of 
Delegates.” The reference committee and the House in approv- 
ing this suggestion had considered the following: 

“Resolved, That the Board of Trustees appoint a committee 
to work with the various specialty boards in seeking to have 
specialty boards require as a prerequisite to certification that the 
applicant must have served one or more years in private gen- 
eral practice; and be it further 

“Resolved, That this House go on record as approving the 
principle. that one or more years’ service in general practice 
should be a prerequisite to special board certification.” 

The present Committee finds that no conference was ever 
arranged with the several specialty boards. The Committee 
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would also call attention to the implication of compulsion con- 
tained in the second “resolved” as quoted above. 

Standards for medical education may be approved by the 
American Medical Association when they are applied to the 
undergraduate curriculum, the internship, and to the graduate 
studies of a physician seeking to qualify as a specialist. How- 
ever, this Committee believes that the Association should not 
attempt to dictate either to the several specialty boards or to 
any individual physician whether or not any time in general 
practice should be a prerequisite to specialization. We believe 
that this decision follows many past actions of the House which 
disapprove compulsion. 

5. It has been suggested that a period of compulsory general 
practice prior to specialization would result in a wider distri- 
bution of physicians to smaller communities. It is implied that 
any doctor is better than no doctor. The plain truth is that 
graduates of approved medical colleges may differ in tempera- 
ment, ability, experience, and general fitness for any type of 
practice. The advantages of modern transportation to a well 
equipped and properly staffed hospital are largely ignored. 

The latest report of Weiskotten and Altenderfer (Journal of 
Medical Education, July, 1956) dealirig with “. . . the distri- 
bution and characteristics of medical college graduates” from 
1915 derives 15 conclusions. Four of them, quoted in part, are: 

“The differences in the distributions of medical graduates 
and of total population among the states are not great. 

. an increasing proportion of graduates are tending to 
locate i in smaller communities. 

“Graduates whose prior residence was in small communities 
show a greater tendency to locate in such communities than 
do those from the larger communities. 

“Prior residence is a more important factor in determining 
place of practice than location of medical school or internship. 
Place of residency training is likewise more important than is 
place of internship.” 

The distribution of physicians is following a natura] pattern 
that is in the best public interest. 

In reference to the above areas of general concern, the Com- 
mittee on General Practice Prior to Specialization notes that the 
Board of Trustees has implemented the recommendation made 
by the Committee on Medical Practices at the Seattle (1956) 
meeting of the House of Delegates, to the effect: “. . . that 
there is need for a long term cooperative study on the part of 
the Council on Medical Education and Hospitals, the Associa- 
tion of American Medical Colleges, the American Academy of 
General Practice, and representatives of the specialty areas to 
objectively analyze and make recommendations for considera- 
tion as to the best beckground preparation today for general 
practice.” 

The studies, conclusions, and recommendations of this new 
committee appear to be basic to any further consideration of 
the possible role of general practice prior to specialization. 

The Committee on General Practice Prior to Specialization, 
therefore, recommends that this new committee in its long-term 
cooperative study with appropriate groups, give full considera- 
tion to the importance of a broad background of training and 
experience for all physicians in the care of the patient as a 
whole and of the family as a unit. 

The Committee on General Practice Prior to Specialization, 
furthermore, recommends that it now be discharged and that 
any further pursuit of studies in this field be referred to the 
joint committee of the Council on Medical Education and Hos- 
pitals, Association of American Medical Colleges, and the Amer- 
ican Academy of General Practice. 


Minority Report 


One member of the Committee, E. S. Jones, M.D., did not 
believe, in all sincerity, that he could sign the above report. 
In view of this he was asked to submit his reasons for not wis)- 
ing to sign. He has done so and they are as follows: 

1. Two years to 10 years as an intern or a resident will never 
do the same for a doctor as one or two years in general practice 
from the point of being on his own, seeing patients as human 
beings, seeing them in their environment, and having to make 
positive decisions without knowing that there is someone in the 
higher echelon to whom he can go to for help and doing many 
other things which you know as well as I. 
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2. The close relationship of a doctor and patient is not gained 
in a hospital as in the home. It doesn’t make any difference how 
long a doctor is trained in the hospital—it is different. The pa- 
tient is in a different environment; he is not the same and in 
no respect are the two comparable. 

3. I appreciate that all things in medicine to a great extent 
depend on the doctor himself as well as in any other profession. 
If a fellow hasn’t the “stuff” in him, he hasn’t regardless of 
where he is. However, taking the same individual, who has 
material, it is my belief that he will make a better specialist 
if he has had the fortunate luck to have had some general prac- 
tice before he takes his residency. 

4. If a doctor has the attributes we think all should have, in 
my observation of 40 years on the firing line, those who have 
had general practice and then became board certified have 
made much better specialists regardless of their specialty. He 
may not make a more straight cut, but when made, it is with 
more sympathy. His after-care may not be more scientific, but 
it is more personalized and humane. In other words, it is 
equally important to have the science of medicine plus the art 
of the practice of medicine, and I have failed to find too much 
“art” even after six years of residency. In our experience the 
longer the residency, the less the art of the practice of medicine. 

5. As to the change in medical practice from 1930 to 1965. 
Every one in medicine should try to keep up with advancement, 
and I believe a lot of the general practitioners do, and one who 
has kept up is a better diagnostician than someone who is on 
a one-track board without having had any general practice. 

6. It may be possible to project what type of medicine will 
be practiced in 1965, However, by 1980 I am very fearful that 
it may be looked upon as we now do of medicine practiced in 
1930. Medicine does change. The fact of the matter is our 
whole world is changing rapidly, but if we do not profit from 
our past experiences and past history then I am afraid that we 
are in a bad shape for the future. 

7. As to compulsion, it seems so absurd that I must explain. 
I am told that one is compelled to have an A. B. or a B. S. de- 
gree in order to enter medical school. I am also told that one 
is compelled to take four years of medicine. I understand also 
that one is compelled to have one to two years of internship. 
To be eligible for board certification one is compelled to take 
two to five years of residency. One is compelled to write a 
thesis. Otherwise, here are about six compulsions. I don’t quite 
understand the “straining at a gnat and swallowing a camel.” 

8. We were instructed orally by the Speaker of the House, 
the Chairman of the Board of Trustees, and the President of 
the American Medical Association that we were not to ask, as 
consultants for this Committee, heads of the boards nor deans of 
medical schools, but board members out in the field who would 
not be prejudiced. However, this is exactly what was done. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Supplementary Report H on General Practice Prior to Spe- 
cialization.—Your reference committee has studied supplemen- 
tary report H of the Board of Trustees which consists of a 
report of the Committee on General Practice Prior to Special- 
ization. This report is signed by all but one member of the 
committee; the latter included an eight-point statement why 
he could not agree with the recommendations of the majority 
ot the committee. It appears to your reference committee that 
the recommendations of the majority are sound and practical. 
Your reference committee recommends that the newly organ- 
ized committee to study the best background preparation for 
general practice, in its long-term cooperative study with appro- 


*In the interest of brevity the term “Fund” is used in this 
paper to refer to the medical administration (Executive Medi- 
cal Officer, including Area Medical Administrators and other 
medical representatives) of the United Mine Workers of Amer- 
ica Welfare and Retirement Fund, except where “the Fund” 
is clearly meant; the term “medical society” is used to refer 
to the county, state, or regional medical society; and the term 
“Fund beneficiaries” is used to refer to miners and their de- 
pendents. 
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priate groups, give full consideration to the importance of a 
broad background of training and experience for all physicians 
in the care of the patient as a whole and of the family as a unit 

Your reference committee further recommends that the 
Committee on General Practice Prior to Specialization be com- 
mended and that the committee be discharged. 


I. SuccEstep Guipes To RELATIONSHIPS BETWEEN STATE AND 
County MEDICAL SOCIETIES AND THE Unrrep 
WORKERS OF AMERICA WELFARE AND RETIREMENT FUND 


Supplementary Report I was referred to the Reference Com- 
mittee on Miscellaneous Business. 


At a joint meeting in April the Council on Industrial Health 
and the Council on Medical Service approved guides to rela- 
tionships between state and county medical societies and the 
United Mine Workers of America Welfare and Retirement Fund. 

After careful consideration the Board voted to approve the 
report of the two councils and to submit the guides to the 
House of Delegates for its consideration and action. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented a 
report and supplementary report, which were adopted by the 
House, and are in brief as follows: 

Supplementary Report I on Suggested Guides to Relation- 
ships Between State and County Medical Societies and United 
Mine Workers of America Welfare and Retirement Fund.— 
Your committee spent considerable time on this report and 
heard all who wished to speak. Your committee wishes to 
recommend approval of supplementary report I with amend- 
ments agreed on by the committee. 

Your committee wishes to recommend that the Board of 
Trustees study the feasibility and possibility of setting up 
similar guides for relations between state and county medi- 
cal societies and other groups, such as management plans, other 
labor unions, etc. 

Nore: With the amendments suggested by the reference com- 
mittee, the “Suggested Guides” adopted by the House read as 
follows: 


SUGGESTED GUIDES TO RELATIONSHIPS BETWEEN STATE AND 
COUNTY MEDICAL SOCIETIES AND THE UNITED MINE WORKERS 
OF AMERICA WELFARE AND RETIREMENT FUND® 


Background 


The Committee on Medical Care for Industrial Workers 
was established over seven years ago. Among its early studies 
were those on direct medical service plans among employed 
groups (union and management health centers) and state in- 
surance laws providing cash benefits for temporary disability. 
Concurrently, the Committee was actively concerned with the 
medical-hospital problems in the bituminous coal mining areas. 
The latter stemmed largely from the recognition given by the 
House of Delegates in July, 1946, to the National Bituminous 
Coal Mine Wage Agreement. 

A fact-finding survey was subsequently conducted “covering 
all aspects of living in the mine areas.” Rear Adm. Joel T. 
Boone headed the medical survey of these areas and was ac- 
companied by Amcrican Medical Association representatives 
among others. 

A report entitled “Medical-Hospital Problems in the Bitu- 
minous Coal Mining Areas” was published in the Jan. 31, 1953, 
issue of Tue JourRNAL of the American Medical Association as 
the report of the conference held in Charleston, W. Va., Sept. 
6-7, 1952. This conference had been sponsored by the Com- 
mittee on Medical Care for Industrial Workers, which by that 
time was a joint committee of the Council on Medical Service 
and the Council on Industrial Health. To quote from that re- 
port, “One of the direct results of this survey was creation 
of the UMWA Welfare and Retirement Fund to be financed 
from a royalty of 5 cents [since increased to 40 cents] per ton 
of coal mined and paid for by the consumers.” 

Among the activities supported by this UMWA Welfare and 
Retirement Fund is the program for the medical care of coal 
miners and their dependents. In May, 1952, representatives 
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of the Council on Medical Service and the Council on Indus- 
trial Health and the Committee on Medical Care for Industrial 
Workers accompanied representatives of the Fund in a survey 
of the medical care facilities in the area. 

Out of this and other surveys, as well as four major Con- 
ferences on Medical Care in the Bituminous Coal Mining Area, 
better understanding among the parties concerned resulted, 
although serious problems remained. The question of under- 
standing the nature of the United Mine Workers medical care 
program, of adjusting to it and adapting it to other community 
efforts, created continuing problems in the relationships be- 
tween the Fund, individual physicians and the medical societies 
‘concerned. The creation of medical society liaison committees 
to work with Fund Area Medical Administrators and other 
Fund representatives emerged as a promising element in the 
solution of problems. 


Present Issues 


The main issue which faces physicians today is the impact 
of the intervention of a third party—in this case the United 
Mine Workers Fund—on the physician-patient relationship with 
respect to (1) the free choice of physician by beneficiaries of 
the Fund, and (2) the method of remuneration of physicians. 

The following is a brief account of the events which seem 
to have sharpened the issues: 

Free Choice.—The medical profession believes that licensed 
physicians should be accepted as qualified to perform such 
services as they believe themselves competent to perform and 
are so considered by their professional peers unless proved 
otherwise; similarly, hospitals should be judged on their indi- 
vidual performances. 

The Fund has frequently assumed the prerogatives of judg- 
ing treatment given by physicians, the qualifications of physi- 
cians for hospital appointments, the selection of hospitals, and 
the selection of hospital staffs. 

The Fund claims that on the basis of experience it has found 
some physicians were providing poor quality care and were 
performing unnecessary surgery, were permitting excessive 
hospitalization, or were overcharging. In some areas the Fund 
has sought to correct what it claimed were abuses by limiting 
payments for surgical care for Fund beneficiaries to physicians 
who are board-certified or board-eligible specialists or mem- 
bers of the American College of Surgeons. The Fund has there- 
by excluded from its approved lists other physicians in some 
areas who are admittedly well qualified to perform such serv- 
ices. Furthermore, the Fund has also excluded from its approved 
lists some surgeons who are board certified. The Fund has also 
removed some accredited hospitals from its lists of acceptable 
institutions and retained some which are not accredited. 

Remuneration.—The Fund began its program by paying all 
physicians on a fee-for-service basis and still continues this 
method in some areas. In some areas, however, the Fund has 
employed or evolved methods of payment other than fee-for- 
service. The Fund has developed what it calls the “block-for- 
service” payment or contract arrangement, and has encouraged 
salary and retainer forms of remuneration, all of which many 
physicians believe are undesirable. A large number of physi- 
cians also believe that the fee-for-service remuneration is the 
method most conducive to good medical care. In some areas 
the medical profession believes the Fund should reimburse 
the patient instead of paying the physician for services ren- 
dered. 

Although these issues have assumed, in some areas, the 
appearance of new developments, they have, in fact, been 
problems for discussion since the early days of the Fund and 
other third party programs. 

In fact, in May of 1948 the representatives of the Council 
on Medical Service and the Council on Industrial Health made 
a number of recommendations to Dr. Sayers, former medical 
director of the UMWA Fund; among them are the following ': 


1. Published in THE JourNat, Jan. 31, 1953, pp. 407-412. 

2. Published in THE JourNaL, May 12, 1956, pp. 155 and 
164-165. 

3. Published in THe JourNAL, July 9, 1955, pp. 842-843. 


J.A.M.A., July 6, 1957 


“This program should . . . make available the best possible 
medical and hospital care (or perhaps health care) to the 
miners and their families; 

“A free choice of physicians and hospitals by the patient 
should be preserved in all communities where a choice can 
exist; 

“A fee-for-service method of payment of physicians should 
be maintained except under unusual circumstances.” 


Liaison Committees 


Liaison committees created for the purpose of resolving 
differences between the medical profession and the Fund have 
not been used always by the Fund and sometimes have not 
functioned effectively. The attitudes of some area medical 
administrators and other Fund representatives and/or of mem- 
bers of liaison committees are said to have served as barriers 
to cooperation and mutual understanding in several instances. 

On the other hand, in Pennsylvania the liaison committee 
and the Fund did create an agreement designed to set up 
some guides for the relationship between the medical profes- 
sion and the Fund. This was known as the Pennsylvania Agree- 
ment.” 

The Pennsylvania Agreement was greeted with enthusiasm 
by the Committee on Medical Care for Industrial Workers for 
its seemingly realistic approach to perplexing problems of these 
relationships. The fact that the Pennsylvania Agreement was 
abrogated by the Medical Society of the State of Pennsylvania 
on Oct. 23, 1956, and other states are reassessing their rela- 
tionships with the Fund, has greatly complicated the task of 
the Committee on Medical Care for Industrial Workers. 


Introduction to Guides 


In response to requests from various medical societies and 
the executive medical officer of the Fund, the Committee on 
Medical Care for Industrial Workers has developed and is 
setting forth the following “Suggested Guides to Relationships 
Between State and County Medical Societies and the United 
Mine Workers of America Welfare and Retirement Fund.” 

The preparation of these Suggested Guides is in keeping 
with the directions given to the Committee on Medical Care 
for Industrial Workers by the House of Delegates at the 
June, 1955, meeting in Atlantic City.* At that time the House 
adopted a resolution to the effect “That all other controversial 
matters arising between the UMWA Welfare and Retirement 
Fund and the participating physicians which cannot be recon- 
ciled at the local or state level shall be promptly referred to 
the Committee on Medical Care for Industrial Workers of the 
Council on Medical Service and the Council on Industrial 
Health of the American Medical Association.” 

The Committee wishes to point out that all parties should 
endeavor to utilize the Suggested Guides; they surely will fail 
in their purpose if they are used by one party only or if some 
suggestions are followed and others ignored. The application 
of these guides, however, in any given situation and the exact 
working procedures are to be decided upon between the county 
and state medical societies and the Fund in light of varying 
local conditions and applicable laws. 


General Guides 


The fundamental concepts on which the recommendations 
are based are: 

1. All persons, including the beneficiaries of a third party 
medical program such as the UMWA Fund should have avail- 
able to them good medical care and should be free to select 
their own physicians from among those willing and able to 
render such service. 

2. Free choice of physician and hospital by the patient should 
be preserved: 

a. Every physician duly licensed by the state to practice 
medicine and surgery should be assumed at the outset to be 
competent in the field in which he claims to be, unless con- 
sidered otherwise by his peers. 

b. A physician should accept only such terms or conditions 
for dispensing his services as will insure his free and complete 
exercise of independent medical judgment and _ skill, insure 
the quality of medical care, and avoid the exploitation of his 
services for financial profit. 
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c. The medical profession does not concede to a third party 
such as UMWA Welfare and Retirement Fund in a medical 
care program the prerogative of passing judgment on the treat- 
ment rendered by physicians, including the necessity of hos- 
pitalization, length of stay, and the like. 

3. A fee-for-service method of payment for physicians should 
be maintained except under unusual circumstances. These un- 
ysual circumstances shall be determined to exist only after a 
conference of the liaison committee and representatives of 
the Fund. 

4. The qualifications of physicians to be on the hospital staff 
and membership on the hospital staffs is to be determined 
solely by local hospital staffs and local governing boards of 
hospitals. 

MEDICAL SOCIETY RESPONSIBILITIES 


1. The members of the medical profession have the responsibility for 
rendering good medical care to all people, including beneficiaries of the 
UMWA Welfare and Retirement Fund. : 

2. Each local medical society, in light of the needs of the community, 
should develop a mechanism for supplying the Fund area medical adminis- 
trator with the names of physicians desiring to participate in the Fund’s 
medical care program, indicating the field in which each physician wishes 
to practice. 

5. The medical society should create active liaison committees with 
periodic and established times for meetings. Medical societies should ap- 
point physicians on these committees who are interested in the problems 
and willing to devote time to them. 

4. The liaison committees should be established on a county, regional, or 
state level as may be necessary. Local problems should be handled locally 
and, if not resolved there, referred to successively higher levels until they 
have been resolved. 

5. The liaison committee should be charged with the prompt and energetic 
handling of any problem presented to it which has to do with relationships 
or dealings between the medical profession and the Fund. Success in the 
implementation of these Suggested Guides depends in a large part upon the 
performance of the liaison committees. 

6. To protect the Fund and its beneficiaries, the medical society should 
institute, through its liaison committee, measures to correct any confirmed 
abuses called to its attention. 

7. A medical society and a liaison committee should not engage in uni- 
lateral action in any matter which affects the relationships between the 
medical profession and the Fund without prior consultation with the Fund 
representatives. 

8. When an agreement is drawn up between a medical society and the 
Fund, it should include a provision which would permit any portion(s) to be 
referred to higher levels without nullifying the entire agreement. 

9. All controversial matters arising between the UMWA Welfare and 
Retirement Fund and the participating physicians which cannot be recon- 
ciled at the local or state level should be promptly referred to the Committee 
on Medical Care for Industrial Workers. This appeal mechanism is available 
to any party concerned. 


FUND RESPONSIBILITIES 


1. The Fund should keep statistical data on medical care provided to the 
beneficiaries by the physicians. The Fund should present to the liaison 
committee any claims such as poor medical care, overcharges, and un- 
necessary surgery, with substantiating evidence. 

2. The Fund should utilize the medical society liaison committees on 
medical questions relating to the operation of the program. Success in the 
implementation of these Suggested Guides depends largely upon the 
utilization of the liaison committees. 

3. Representatives of the Fund should not engage in unilateral action in 
any matter which affects the relationships between the Fund and the medical 
profession without prior consultation with the liaison committee. 

4. Every physician duly licensed by the state to practice medicine and 
surgery should be assumed at the outset to be competent in the field in 
which he claims to be, unless considered otherwise by his peers. 

5. When an agreement is drawn up between a medical society and the 
Fund, it should include a provision which would permit any portion(s) to 
be referred to higher levels without nullifying the entire agreement. 

6. All controversial matters arising between the UMWA Welfare and 
Retirement Fund and the participating physicians which cannot be recon- 
ciled at the local or state level should be promptly referred to the Committce 
on Medical Care for Industrial Workers. This appeal mechanism is available 
to any party concemmed. 


J. Fourrn Procress Report or ComMMISSION ON 
MepicaL CARE PLANS 


Supplementary Report J was referred to the Reference Com- 
mittee on Insurance and Medical Service. 


The members of the Commission on Medical Care Plans 
have been actively engaged in meetings, field trips and re- 
search activities leading to the completion of a final report. 

The committees of the Commission have already completed 
the basic portion of their work dealing with four areas of 
study. One of these committees has completed its report; 
another is in the process of preparing its report. A third com- 
mittee only as recently as March 5 completed its fourth field 
trip, and will be meeting at the end of July to draft its report. 
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This last committee, upon which a major portion of the 
Commission’s work has fallen, has visited a number of plans 
which provide some form of medical care to approximately 2 
million persons, has interviewed over 40 physicians and lay 
administrators working for these plans, and has held meetings 
with more than 50 physicians representing state and county 
medical societies in six different cities. It has also interviewed 
other physicians formerly or currently associated with medical 
care plans not visited. 

The reports of the various committees of the Commission 
will be considered by the Commission as a whole later this 
year. On the basis of these reports, it is hoped that a final 
report can be prepared in time for the Clinical Session in 
Philadelphia next December. 

The Chairman wishes to state that he has been actively 
involved in the field work and other activities of the different 
committees. He has had an opportunity to observe the dili- 
gence with which the members of the Commission have ap- 
proached their responsibilities, and is keenly aware of their 
efforts to produce a report which will accurately and ob- 
jectively describe the medical care programs in existence today. 

On behalf of the members of the Commission, the Chair- 
man wishes to acknowledge with appreciation the assistance 
rendered by those physicians representing both medical socie- 
ties and plans who have met with the Commission during its 
field studies. This cooperation will, we are sure, enable the 
Commission to achieve the objectives of the study as approved 
by the Board of Trustees and the House of Delegates (Tur 
JournaL, Dec. 3, 1955, pages 1370-1379). 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Supplementary Report J on Fourth Progress Report of Com- 
mission on Medical Care Plans.—Your reference committee 
recognizes the magnitude of the study undertaken by this 
Commission and commends it for its thoroughness. It is hoped 
that the Commission will be able to submit its report to the 
House a month prior to the 1957 Clinical Session as stated 
at the hearings. Your reference committee recommends ap- 
proval of this progress report. 


K. Report oF Task Force on Socio-Economic ProsplLeMs 


Supplementary Report K was referred to the Reference 
Committee on Miscellaneous Business. 

The Board of Trustees presents the following report of the 
Task Force on Socio-Economic Problems, appointed in the 
fall of 1956: 

In November, 1956, the Board of Trustees reported to the 
House of Delegates that, following careful consideration of 
Resolution No. 54 on a Continuing Commission on Economic 
Policy (June, 1955), it was referred to the Board’s Task Force 
on Socio-Economic Problems, which has under consideration 
some of the problems mentioned in the resolution. 

The Task Force, since that time, has explored a number of 
problems in the socioeconomic field. During its studies of 
these problems, the Task Force is attempting to keep in mind 
the role of medicine in the succeeding years rather than con- 
cern itself solely with current problems. 

Intraprofessional Relations.—One of the items of consider- 
able importance in the field of intraprofessional relations re- 
viewed by the Task Force was the establishment of a field 
service. The major objectives of this field service program is 
not only to stimulate greater interest in the American Medical 
Association on the part of the individual physician but also 
to keep him informed as to the program and activities of the 
Association. This has long been a problem confronting the 
Board of Trustees. The institution of the field service was 
decided on as one method of solving this problem. 

Mr. Thomas A. Hendricks was selected last year by the 
Board of Trustees to be the director and since that time has 
attended more than 60 meetings in 12 states and the District 
of Columbia. These meetings fall in four general categories: 
(1) meetings with administrative or policy groups when the 
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state association house of delegates is not in session; (2) dis- 
trict and county society meetings; (3) meetings where the 
field director has participated in the program of the associa- 
tion or society; and (4) meetings with groups outside of 
medicine. Several basic principles and a modus operandi have 
been adopted by the field director and have been adhered to, 
with excellent results. The reception of this activity by the 
profession has been enthusiastic. 

The Task Force recommends to the Board that the field 
service be expanded, but that this expansion be done slowly, 
based on experience and availability of trained personnel. 

Legislation.—In the legislative field the Task Force recom- 
mended in November that consideration be given by the 
Committee on Legislation of the Association to a plan whereby 
legislative contacts could be more effectively implemented 
throughout the states. With this in mind the Committee on 
Legislation submitted a revised method of operation to the 
Board of Trustees, which was adopted. The specific recom- 
mendations which have already been carried out are (1) the 
appointment of a key legislative man in each state to work 
with the state medical association and the members of the 
Committee on Legislation, (2) the establishment by the 
Woman’s Auxiliary of a similar arrangement by the appoint- 
ment of legislative key women, and (3) the employment of 
additional research personnel for the staff of the Committee. 

The Task Force recommends to the Board that an effort 
be made to increase the liaison between the Association and 
the individual congressmen and senators. Specifically, the Task 
Force recommends that the state associations be encouraged 
to send committees or groups of representatives to Washington 
to confer with their individual congressmen. If such action 
is taken by a state association, it is urged that a representative 
of the A. M. A. Washington Office be included in the dis- 
cussions. 

Public Relations.—The Task Force some time ago recom- 
mended to the Public Relations Department through the 
Board of Trustees that certain personnel be added to its staff 
in an effort to increase its effectiveness. Two assistants have 
been employed. 

It was also agreed by the Task Force at that time that every 
effort should be made to improve the profession’s relations 
with labor and trade organizations and some progress has 
already been made in this direction. 

Electoral Reform.—Resolutions No. 22 and 29, introduced 
into the House of Delegates at the June, 1956, meeting of 
the Association, were considered by the Task Force at the 
request of the Board of Trustees. These resolutions recom- 
mended approval in principle of a constitutional amendment 
which would result in a more equitable plan of electing the 
President and Vice President of the United States. 

The Task Force, after careful review of the subject, voted 
to recommend to the Board that a statement be adopted to 
the effect that electoral reform would seem to be wise but 
that it does not feel that the Association should take action 
as an organization; however, that it urge the A. M. A. mem- 
bership to participate as citizens. 

The Board of Trustees carefully considered the report of 
the Task Force on Socio-Economic Problems and voted that 
it be accepted for transmission to the House of Delegates. 

The Board has authorized the Committee to continue its 
efforts and feels that the report on the management survey 
of the A. M. A., which is covered in the Board’s Supple- 
mentary Report M, contains items which will undoubtedly 
be of interest to the Task Force in the accomplishment of 
its objectives. The appointment of additional members to 
the Task Force has been authorized if deemed advisable. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Supplementary Report K on Report of Task Force on Socio- 
Economic Problems.—Your committee reviewed this report and 
recommends that the sections entitled (1) intraprofessional 
relations, (2) legislation, and (3) public relations be ap- 
proved as submitted. 


J.A.M.A., July 6, 1957 


Section (4) of the report dealing with electoral reform jis 
concerned with Resolutions No. 22 and 29 introduced in the 
House of Delegates in June, 1956. Your reference committee 
also agrees with the recommendation of the Board of Trustees 
in this regard and recommends its adoption by the House. 

Your reference committee notes that the Board has author- 
ized the Task Force to continue its efforts, a recommendation 
concurred in by this reference committee. 


L. Report oF COMMITTEE ON MEDICAL RATING OF 
PuysicAL IMPAIRMENT 


Supplementary Report L was referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health. 


The following report of the Committee on Medical Rating 

of Physical Impairment was approved by the Board of Trustees 
as one of progress and is submitted to the House of Delegates 
for consideration and action: 
1. Resolution No. 25 on Administration of Public Law 880, 
Introduced Nov. 27, 1956, by Indiana Delegation.—In reference 
to Resolution No. 25, the Committee on Medical Rating of 
Physical Impairment is of the opinion that it is not practical 
for a county or regional medical society to appoint a rotating 
committee of physicians empowered 

(a) To receive and review the report of the physician 
making the original examination to determine the impairment 
of an applicant for cash benefits under Public Law 880; and 

(b) To examine such applicant and file the final report of 
impairment determination. 

The Medical Advisory Committee of the Bureau of Old-Age 

and Survivors Insurance (BOASI) which administers Public 
Law 880, concurs in this opinion. 
2. Medical Advisory Committees.-The Committee on Medi- 
cal Rating of Physical Impairment believes that each con- 
stituent medical association should offer the services of a 
medical advisory committee to BOASI District Offices which 
are responsible for the initial development of information on 
which determinations of disability under this law are made, 
and to the designated state agencies (vocational rehabilitation 
agency in all but five states) which make such determinations 
and refer applicants for vocational rehabilitation services. 

The objectives and activities of such state committees should 
be principally concerned with 

(a) The promotion of mutual understanding and effective 
relationships between local administrative agencies and the 
medical profession; 

(b) The provision of technical advice and consultation 
regarding medical aspects of local administration of Public 
Law 880; and 

(c) The development of educational material for publica- 
tion in state medical association journals and bulletins and dis- 
tribution to individual physicians. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Supplementary Report L on Report of Committee on Medi- 
cal Rating of Physical Impairment.—Regarding supplementary 
report L of the Board of Trustees, a report of the Committee 
on Medical Rating of Physical Impairment, your reference 
committee finds itself in full agreement with the recommenda- 
tions of that Committee and recommends approval of these 
recommendations by this House. 


M. MANAGEMENT SURVEY 


Supplementary Report M was referred to the Reference 
Committee on Reports of Board of Trustees and Secretary. 


The Board of Trustees has recently received a report from 
Robert Heller & Associates summarizing the results of an in- 
tensive two months’ study of the organization and activities 
of the American Medical Association. This report presents 
information, draws conclusions, and makes recommendations 
which should be given serious consideration by the House of 
Delegates as well as by the Board of Trustees. 
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Inasmuch as some of the recommendations are of direct 
concern to the House of Delegates and implementation of 
these recommendations, if approved, would require action by 
the House of Delegates, the Board of Trustees suggests that 
the Speaker of the House be authorized to appoint a com- 
mittee of five members of the House, who shall study the 
entire report, select those parts of the report which should 
receive action by the House, discuss these with the Executive 
Committee of the Board of Trustees and such others as it 
deems wise, and submit a report with recommendations to 
the House at its next regular session. 

In order that all members of the House of Delegates shall 
have the opportunity to study the report, the Board of Trustees 
has requested Robert Heller & Associates to send a copy of 
the report to each delegate as soon as this can be done. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the 
following report, which was adopted: 

Supplementary Report M on Management Survey.—Your 
committee reviewed supplementary report M of the Board 
of Trustees on Management Survey. It was pointed out to 
your committee that about Jan. 1, 1957, the Executive Com- 
mittee of the Board of Trustees felt it wise to have a com- 
petent, impartial agency study the organizational mechanisms 
of the Association. Robert Heller & Associates, Cleveland, were 
selected to perform this service. 

The report of the management consultants was received 
during the week preceding this annual session, and _ initial 
examination of the report discloses that certain policy recom- 
mendations are within the purview of the House of Delegates. 
Your reference committee, therefore, concurs with the Board 
of Trustees that a committee of five members of the House 
of Delegates be appointed by the Speaker to study the report 
and to select those portions which should receive action by 
this House, to discuss these recommendations with the Execu- 
tive Committee of the Board of Trustees and such others as 
may be deemed appropriate, and to submit a report with 
recommendations to this House at its next session. 

Additionally, your reference committee concurs in the 
recommendation of the Board that the management consultants 
send a copy of this report to each member of this House of 
Delegates as soon as possible and further recommends that a 
copy of the report be sent to the headquarters office of each 
constituent association. Your committee is pleased to note 
the concurrence of the Chairman of the Board of Trustees 
in the latter recommendation. 

Your reference committee would be remiss, indeed, if it 
failed to note the wisdom of the Board of Trustees in the 
conduct of this endeavor and the careful consideration ac- 
corded all interested levels of medical organization. Your com- 
mittee therefore commends the wisdom, consideration, and 
generosity of the Board. 


Report of Council on Constitution and Bylaws 


Dr. B. E. Pickett Sr., Chairman, presented the following 
report, which was referred to the Reference Committee on 
Amendments to the Constitution and Bylaws: 

Your Council on Constitution and Bylaws is well aware 
of the fact that the several councils and committees of the 
Association submit their regular annual reports to this House 
at the interim meetings. Because of the importance of three 
items which must be considered by you, however, the Speaker 
has agreed that a brief report should be presented at this time. 

1. Amendment to the Constitution.—At the Seattle meeting 
the Bylaws were amended in relation to service members. 
In order to avoid an inconsistency with the Constitution, it is 
now necessary to amend that document also. It is therefore 
recommended that Article V, Section 2 of the Constitution 
be amended to read as follows: 

“SERVICE MEeMBERS.—Service membership shall be limited to 
regular commissioned medical officers and commissioned medi- 
cal officers of the reserve components on extended active duty 
with the United States Army, the United States Navy, the 
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United States Air Force or the United States Public Health 
Service and the permanent medical officers of the Veterans 
Administration, subject to the provisions of the Bylaws.” 

This amendment may not be voted on at this session of 
the House, since amendments to the Constitution must lay 
over for one session before action may be taken thereon. 

2. Proposed Principles of Medical Ethics.-When the Refer- 
ence Committee on Constitution and Bylaws held its hearings 
in Seattle, the item receiving the most attention was the pro- 
posed Principles of Medical Ethics presented to the House 
of Delegates at that time by this Council. Delegates, as well as 
representatives of state and local medical societies and spe- 
cialty groups, were given full opportunity to express any views 
they had on any one or all of the proposed Principles. 

After an exhaustive consideration of the many suggestions 
which were voiced, the reference committee recommended to 
the House the acceptance of the Preamble and 8 of the 10 
sections with one minor change in wording. Sections 6 and 7 
were referred by the reference committee to the Council for 
further study. The committee recommended that the wording 
of Section 6 be changed to more clearly state the ethical prob- 
lems of the corporate practice of medicine and the relationship 
between physicians and patients. With respect to Section 7, 
the committee suggested that the wording should more clearly 
define the ethics relating to fee-splitting and the dispensing 
of drugs and appliances. 

It was also suggested that the new proposed Principles be 
published in THe Journat at least six weeks prior to the 
June meeting so that the profession would have ample time 
to study each section before acting thereon. These recom- 
mendations of the reference committee were adopted by the 
House of Delegates. 

To carry out the mandate of the House of Delegates, the 
Council met in Chicago in February. Every suggestion that has 
ever been made to a reference committee or to the Council 
pertaining to either Section 6 or Section 7 was again thoroughly 
analyzed. The Council's goal, as it has been since the beginning 
of its work on this assignment, was to eliminate matters of 
etiquette and to confine the Principles to statements of ethical 
problems, leaving to the Judicial Council the question of the 
interpretation of these ethical Principles in the light of the 
facts of each individual case. After lengthy study, the Council 
prepared the Principles submitted with this report and had 
them published in the April 13, 1957, issue of THe JourNnaL 
as directed. The House will be interested in knowing that only 
two comments concerning the proposed Principles were re- 
ceived by the Council since that publication. 

The fear has been expressed by others that, by adopting this 
short but comprehensive statement of ethical principles, the 
profession will somehow lose the benefit of the valuable ex- 
planatory reports and opinions published by the Judicial Council 
during the last 50 years. This fear is groundless. The Judicial 
Council has now completed an annotation of the Principles and 
it is possible to determine, almost at a glance, the prior inter- 
pretations of the Judicial Council with reference to any section 
of the Principles. These annotations, furthermore, will be sup- 
plemented with further interpretations of the Judicial Council 
which will be published in THe Jounnac. Nothing of the wis- 
dom of the past, present, or future will be lost to the profession 
by the adoption of these proposed Principles. 

The Council wishes to repeat and emphasize that the Prin- 
ciples of Medical Ethics are applicable to every practicing 
physician, whether a general practitioner or a specialist in a 
rural community or in a large city, a sole practitioner, a partner, 
a member of a clinic group, a salaried practitioner, and whether 
he be associated with government, hospital, industry or a med- 
ical school. The Council is confident that the Reference Com- 
mittee on Amendments to Constitution and Bylaws, the 
members of this House of Delegates, and all other members of 
the profession who deliberate with us here in New York these 
next few days will sincerely and honestly study these proposed 
Principles as medical statesmen and not as the representatives 
of any particular group, so that at least so far as our ethical 
goals are concerned we will stand united before our fellow men. 

The Council unanimously feels that these proposed Principles 
of Medical Ethics are completely worthy goals, and it sincerely 
urges their adoption by this House of Delegates. 
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3. Suggested Changes in the Constitution and Bylaws Pro- 
posed by the Board of Trustees.—Under date of Feb. 18, 1957, 
the Board of Trustees submitted to the Council a number of 
suggested changes in the Constitution and Bylaws. These 
changes relate to the composition of the Board, quorum of the 
Board, regular and special meetings of the Board, notice and 
waiver of notice of meetings of the Board, and the organization 
of the Executive Committee of the Board, These proposed 
changes are considered necessary by the Board of Trustees be- 
cause of the present wording of Chapter XVI of Section I of 
the Bylaws which provides in part that “The Vice President 
and Treasurer, and the Speaker and Vice Speaker of the House 
of Delegates shall be ex officio members of the Board with all 
the rights and duties of the Board without the right to vote.” 
This wording, in the opinion of the Board, is not sufficiently 
definite to comply with statutory requirements and to permit 
proper amendments to other pertinent sections of the Bylaws 
and rules of procedure for the Board of Trustees. 

It will be noted that the wording recommended by the Board 
of Trustees would remove the Vice President, the Treasurer, 
the Speaker and Vice Speaker of the House of Delegates as 
members of the Board. It would, however, provide that they 
“shall attend meetings of the Board of Trustees.” 

Since its last meeting, the Council has learned that a resolu- 
tion by the North Carolina delegation relating to the composi- 
tion of the Board has been published in THE JouRNAL and will 
be before this House of Delegates. This resolution recommends 
that the composition of the Board of Trustees be enlarged to in- 
clude all of the general officers of the Association. 

The Council is presenting to the House the suggestions of the 
Board of Trustees. The Council is refraining from making a 
definite recommendation at this time partially because of the 
conflicting suggestions of the Board of Trustees and the North 
Carolina resolution. In addition, the Council has been advised 
that the results of a management survey of the Association soon 
to be presented to the House of Delegates also includes sug- 
gestions in this same regard. We have been further advised that 
a committee of the House of Delegates will be appointed at 
this meeting by the Speaker to study and report at the Decem- 
ber, 1957, Clinical Session concerning the management survey. 
It is the considered opinion of the Council that it should re- 
frain from a definite recommendation in this matter until the 
report of this special committee of the House has been received. 


Suggested Changes in the Constitution 
and Bylaws Proposed by the Board of Trustees 


At its meeting on Feb. 8-9, 1957, the Board of Trustees con- 
sidered certain amendments to the Constitution and Bylaws of 
the Association which it feels are necessary. The Board, there- 
fore, recommends the following changes to the Council on 
Constitution and Bylaws for referral to the House of Delegates: 


COMPOSITION OF THE BOARD 


(a) It is suggested that Article VIII of the Constitution 
be amended to read as follows: 


“Article VIII.—Board of Trustees 


“Section 1.—Composirion.—The Board of Trustees shall con- 
sist of 11 members, 9 of whom shall be elected in the manner 
provided in Article VII, Section 4 (B) hereof, and the President 
and President-Elect. 

“Section 2. Duries.—The Board of Trustees shall have charge 
of the property and financial affairs of the Association and shall 
perform such duties as are prescribed by law governing direc- 
tors of corporations or as may be prescribed in the Bylaws.” 

(b) That Chapter XVI, Section 1 of the Bylaws be amended 
to read as follows: 

“Section 1. Composition.—The Board of Trustees shall con- 
sist of 11 members, 9 of whom shall be elected in the manner 
provided in Article VII, Section 4 (B) of the Constitution, and 
the President and President-Elect. The Vice President, Treas- 
urer, Speaker and Vice Speaker of the House of Delegates shall 
attend meetings of the Board of Trustees.” 


QuorUM OF THE BoARD 


It is recommended that Section 3 of Chapter XVI of the By- 
laws be amended by adding a new paragraph to read as follows: 
“(C) Six Trustees shall constitute a quorum.” 
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REGULAR MEETINGS 


It is recommended that Section 3 (A), Chapter XVI of the 
Bylaws be amended to read as follows: 

“Section 3. Meretincs.—(A) There shall be four regular 
meetings of the Board of Trustees to be held at such time and 
place as the Board shall determine. Notice of each regular meet- 
ing shall be given at least ten days before each such meeting.” 


SPECIAL MEETINGS 


It is recommended that Section 3 (B) of Chapter XVI of the 
Bylaws be amended to read as follows: 

“(B) Special meetings may be called at any time by the 
Chairman or at the request of five members of the Board. Notice 
shall be given at least five days before each such meeting. The 
notice shall specify the general purposes of and business to be 
transacted at the meeting, but other business may also be trans- 
acted.” 

NoTtIce AND WAIVER OF NOTICE 


It is recommended that two Sections be added to Chapter 
XVI of the Bylaws to read as follows: 

“Section 5. Notice.—Notice is given, if delivered in person, 
by telephone, by mail or telegram. If mailed, such notice shal] 
be deemed to be delivered when deposited in the United States 
mail, addressed to a Trustee (and other persons entitled to no- 
tice) at his address then appearing on the records of the Asso- 
ciation, with postage prepaid, and if given by telegraph shall be 
deemed delivered when the telegram is delivered to the tele- 
graph company.” 

“Section 6. Waiver oF Norice.—Notice of any meeting and 
the object or business to be transacted at a meeting of the Board 
need not be given it waived in writing or by telegraph, cable or 
wireless before, during or after such meeting. Attendance at any 
meeting shall constitute a waiver of notice of such meeting ex- 
cept where attendance is for the express purpose of objecting to 
the transacting of any business because the meeting is not law- 
fully called or convened.” 


EXECUTIVE COMMITTEE 


It is recommended that Section 2 of Chapter XVI of the By- 
laws be changed to read as follows: 

“Section 2. OnGANIZATION.—(A) Immediately following the 
conclusion of the annual session, the Board shall organize by 
electing a Chairman, Vice Chairman, Secretary and committees 
necessary to its needs. 

“(B) The Board of Trustees, at its organization meeting by 
resolution adopted by a majority of the Trustees in office may 
designate three or more Trustees to constitute an executive com- 
mittee. The members of the committee shall serve until the next 
organization meeting of the Board and until their successors are 
elected and qualified. The executive committee shall have such 
powers and duties as may be defined from time to time by reso- 
lution of the Board of Trustees.” 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the fol- 

lowing report, which was adopted with the substitution of the 
word “well-being” for the word “welfare” in Section 10 of the 
proposed Principles of Medical Ethics: 
- Supplementary Report of Council on Constitution and By- 
laws: Service Members.—Your reference committee considered 
part 1 of the supplementary report of the Council on Constitu- 
tion and Bylaws recommending the following proposed amend- 
ment to the Constitution: 

“SERVICE MEMBERS,—Service membership shall be limited to 
regular commissioned medical officers and commissioned medi- 
cal officers of the reserve components on extended active duty 
with the United States Army, the United States Navy, the 
United States Air Force or the United States Public Health 
Service and the permanent medical officers of the Veterans 
Administration, subject to the provisions of the Bylaws.” 

This wording is necessary in order to amend the Constitution 
to agree with a change in the Bylaws adopted by the House of 
Delegates at its December, 1956, session in Seattle. It may not 
be voted on at this session of the House, since amendments t0 
the Constitution must lie over for one session before action ay 


be taken thereon. 
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Your reference committee approves this portion of the Coun- 
cil’s report. 

Proposed Principles of Medical Ethics.—Your reference com- 
mittee has considered the proposed revision of the Principles of 
Medical Ethics as contained in the report of the Council on 
Constitution and Bylaws. The principal discussion in the refer- 
ence committee hearings concerned Sections 6, 7, and 10 of the 
proposed Principles of Medical Ethics. 

Section 10 was revised in accord with the reference commit- 
tee report in Seattle, and reads as follows: 

“Section 10.—The honored ideals of the medical profession 
imply that the responsibilities of the physician extend not only 
to the individual, but also to society where these responsibilities 
deserve his interest and participation in activities which have 
the purpose of improving both the health and the welfare of the 
individual and the community.” 

With respect to Section 7, those appearing before your refer- 
ence committee discussed the dispensing of drugs and appli- 
ances. They were unanimous in the opinion that it should be 
permitted when in the best interest of the patient. We therefore 
recommend that Section 7 be amended to read: 

“Section 7.-In the practice of medicine a physician should 
limit the source of his professional income to medical services 
actually rendered by him, or under his supervision, to his pa- 
tients. His fee should be commensurate with the services ren- 
dered and the patient’s ability to pay. He should neither pay nor 
receive a commission for referral of patients. Drugs, remedies or 
appliances may be dispensed or supplied by the physician pro- 
vided it is in the best interests of the patient.” 

The major discussion before the committee concerned Section 
6. Your reference committee is in complete accord with the ob- 
jectives of Section 6, as expressed in the report of the Council 
on Constitution and Bylaws and as contained in Resolution No. 
21 submitted by the Ohio delegation. However, it is of the 
opinion that the basic function of the Principles of Medical 
Ethics, in the area being considered in Section 6, is to prevent 
conditions which (a) interfere with or impair the free and 
complete exercise of a physician’s independent medical judgment 
and skill, or (b) may cause deterioration in the quality of medi- 
cal care. The Principles are not designed to correct these faults 
after they have occurred or specifically to enumerate the myriad 
of conditions which may, in our judgment, have this effect. 

Many of the specific instances which may adversely affect the 
quality of medical care have already been defined by the House 
of Delegates. No doubt, as other such situations arise, cog- 
nizance of them will be taken by this body. Notable among 
these pronouncements is the “Guides for Conduct for Physicians 
in Relationships with Institutions” adopted by the House of 
Delegates in 1951. It is recommended that this action of the 
House of Delegates be herewith reaffirmed. Included in such 
“Guides” are the following: 

“The primary obligation of both physicians and hospitals is 
to serve the best interest of the patients. The decision as to the 
ethical or unethical nature of practice must be based on the ulti- 
mate effect for good or ill on the public as a whole. All of the 
various questions involved in the relationship between physi- 
cians and hospitals, both legal and ethical, particularly ques- 
tions dependent on local conditions, must be considered in the 
first instance at the local level because of the various differences 
which of necessity exist in the many sections of the country. 

“In summary, the following general principle (s) are sug- 
gested to individual physicians, county medical societies, and 
state medical associations on the basis for adjusting controver- 
sies, these principles, however, to be qualified to the extent re- 
quired by the applicability of one or more of the factors here- 
tofor mentioned: 

“1. A physician should not dispose of his professional attain- 
ments or services to any hospital, corporation or lay body by 
whatever name called or however organized under terms or 
conditions which permit the sale of the services of that physician 
by such agency for a fee.” 

The report of the Council on Constitution and Bylaws in- 
cluded, within the proposed Section 6, a phrase prohibiting a 
physician from disposing of his services under terms or condi- 
tions permitting the “exploitation of his services for financial 
profit.” The term “exploitation” is thought by many to be diffi- 
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cult to define and in many instances would require a financial 
audit to prove its existence. This is not in our judgment a proper 
basis for determining an ethical standard. The “Guides” pre- 
viously referred to, and hereby recommended for your reaffirma- 
tion, make it clear that the type of financial arrangement be- 
tween a physician and a hospital, corporation or other lay body 
is important and relevant in determining whether or not such an 
arrangement is ethical. We further believe that the amount of 
a physician’s income or whether or not an institution is making 
a profit on his services is irrelevant in determining whether an 
arrangement is ethical. 

To emphasize the preventive ideal, to remove economic cri- 
teria and to maintain, without specific particularization, the 
broad ethical concepts which should be contained in the Prin- 
ciples of Medical Ethics, your reference committee recommends 
that the following Section 6 be substituted for the Section 6 
proposed in Resolution No. 21 and by the Council on Constitu- 
tion and Bylaws: 

“Section 6.—A physician should not dispose of his services 
under terms or conditions which tend to interfere with or impair 
the free and complete exercise of his medical judgment and 
skill or tend to cause a deterioration of the quality of medical 
care.” 

Your committee wishes to call attention again to the annotat- 
ed volume of past decisions of the Judicial Council which will 
be helpful in the interpretations of the revised Principles of 
Medical Ethics, copies of which will be available shortly. 

Your reference committee is in accord with the proposed re- 
vision of the Principles of Medical Ethics as recommended by 
the Council on Constitution and Bylaws with the amendments 
herein recommended. 

Note: The action of the Reference Committee on Amend- 
ments to Constitution and Bylaws on Section 3 of the report of 
the Council will be found following Resolution No. 2. 

The Principles of Medical Ethics as adopted by the House of 
Delegates read as follows: 


Principles of Medical Ethics 
of the 
American Medical Association 


PREAMBLE 


These principles are intended to aid physicians individually 
and collectively in maintaining a high level of ethical conduct. 
They are not laws but standards by which a physician may de- 
termine the propriety of his conduct in his relationship with 
patients, with colleagues, with members of allied professions, 
and with the public. 

Section 1.—The principal objective of the medical profession 
is to render service to humanity with full respect for the dignity 
of man. Physicians should merit the confidence of patients en- 
trusted to their care, rendering to each a full measure of service 
and devotion. 

Section 2.—Physicians should strive continually to improve 
medical knowledge and skill, and should make available to their 
patients and colleagues the benefits of their professional attain- 
ments. 

Section 3.—A physician should practice a method of healing 
founded on a scientific basis; and he should not voluntarily asso- 
ciate professionally with anyone who violates this principle. 

Section 4.—The medical profession should safeguard the pub- 
lic and itself against physicians deficient in moral character or 
professional competence. Physicians should observe all laws, 
uphold the dignity and honor of the profession and accept its 
self-imposed disciplines. They should expose, without hesitation, 
illegal or unethical conduct of fellow members of the profession. 

Section 5.—A physician may choose whom he will serve. In 
an emergency, however, he should render service to the best of 
his ability. Having undertaken the care of a patient, he may 
not neglect him; and unless he has been discharged he may dis- 
continue his services only after giving adequate notice. He 
should not solicit patients. 

Section 6.—A physician should not dispose of his services 
under terms or conditions which tend to interfere with or im- 
pair the free and complete exercise of his medical judgment and 
skill or tend to cause a deterioration of the quality of medical 
care. 
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Section 7.—In the practice of medicine a physician should 
limit the source of his professional income to medical services 
actually rendered by him, or under his supervision, to his pa- 
tients. His fee should be commensurate with the services ren- 
dered and the patient's ability to pay. He should neither pay 
nor receive a commission for referral of patients. Drugs, reme- 
dies or appliances may be dispensed or supplied by the physi- 
cian provided it is in the best interest of the patient. 

Section 8.—A physician should seek consultation upon re- 
quest; in doubtful or difficult cases; or whenever it appears that 
the quality of medical service may be enhanced thereby. 

Section 9.—A physician may not reveal the confidences en- 
trusted to him in the course of medical attendance, or the de- 
ficiencies he may observe in the character of patients, unless 
he is required to do so by law or unless it becomes necessary 
in order to protect the welfare of the individual or of the com- 
munity. 

Section 10.—The honored ideals of the medical profession im- 
ply that the responsibilities of the physician extend not only to 
the individual, but also to society where these responsibilities 
deserve his interest and participation in activities which have the 
purpose of improving both the health and the well-being of the 
individual and the community. 


Report of Council on Medical Service 


Dr. Joseph D. McCarthy, Chairman, presented the following 
report of the Council on Medical Service, which was referred 
to the Reference Committee on Insurance and Medical Service: 


I. Resolution No. 6 (Annual Session, June, 1956) on 
Medical Care for Civil Service Employees 


In June, 1956, the House of Delegates referred to the Council 
on Medical Service the following resolution introduced by the 
Texas delegation: 

“Civilian employees (under Civil Service) of various federal 
military installations are required to undergo yearly physical 
examinations (including eye examination, chest x-ray, EKG, 
routine laboratory procedures) by government employees at 
taxpayers’ expense. This represents another intrusion into the 
private practice of medicine and conceivably justifies some usage 
of physicians drafted into the military service.” 

In considering this resolution, the Council’s primary concern, 
as suggested by the Reference Committee on Insurance and 
Medical Service, was the effect of such programs on the draft- 
ing of physicians into military service. In this, the aid of the 
Council on National Defense was enlisted. 

The Council on Medical Service reported to the House in De- 
cember, 1956, that “the operation of this program, for several 
years now, has not resulted in more than token utilization of 
military physicians.” However, at the reference committee hear- 
ings it was evident that the Texas delegation believed that the 
main point at issue was “the threat of further encroachment by 
federal medical facilities on the private practice of medicine” 
and not the drafting of physicians. _ 

In view of this the House recommended that the Council's 
Committee on Federal Medical Services investigate the matter 
and report back in June. It also recommended an on-the-spot 
survey of the “pilot plan” in San Antonio. 

The Council has carried out these recommendations through 
a Task Force representing the Committee on Federal Medical 
Services, the Council on Industrial Health, and the Council on 
National Defense. 

In considering this resolution the Council on Medical Service, 
with the assistance of the Task Force sent to Dallas and San 
Antonio, has found it necessary to cover many local facets con- 
cerned with the resolution. These various facets have been cov- 
ered at length in a report of the Task Force, copies of which 
have been prepared for the Reference Committee. 

The Task Force undertook: 

1. To review the legislative authority for Federal employee 
health programs, including detailed suggestions for the opera- 
tion of such programs by the Public Health Service; 

2. To obtain and review basic material from the Texas Medi- 
cal Association on viewpoints and attitudes of the local profes- 
sion; and 

3. To carry out an on-the-spot survey in San Antonio. 


J.A.M.A., July 6, 1957 


The particular program at Kelly Air Force Base under criti- 
cism by the Bexar County Medical Society (San Antonio) and 
to which the Task Force addressed its attention is a biannual 
screening examination provided for civilian employees by civilian 
physicians employed by the base. Any use of military physicians 
(and possibly drafted physicians) in this program is quite inci- 
dental and is not a direct factor in the medical society’s criti- 
cism. This base serves the entire Air Force in the maintenance 
of airplanes and, therefore, requires highly skilled labor and 
has many hazardous operations. Actually, then, there is a pre- 
dominance of civilian (Civil Service) employees—a total of 
23,659 civilian employees against 4,512 military personnel. With 
such a large number of civilian employees and with many haz- 
ardous operations, the base has an extensive occupational health 
program. 

The medical society has no objection to physical examina- 
tions for preemployment and hazardous duty which are carried 
on as routine occupational services. In fact, the medical society 
is well aware of the need for an extensive occupational health 
program. 

The medical society is concerned, however, with a biannual 
screening program established under the provisions of P. L. 658 
(79th Congress, 1946), entitled “An act to provide for health 
programs for Government employees.” 

No effort will be made here to review all of the points of 
concern to the medical society, although they are a part of the 
Task Force’s report which has been made available to the refer- 
ence committee. At this time we shall try to point up the major 
or key points and offer our conclusions and recommendations. 

First, while P. L. 658 was enacted by the 79th Congress, 
1946, and amended by the 81st Congress, 1950, the present 
problem began with publication of an article in the base news- 
paper in April, 1956, describing the program as a “geriatrics” 
program including a “complete physical examination” which 
“elsewhere would cost an estimated $75.” 

These examinations are voluntary, not compulsory; their scope 
has gradually extended but presently includes a history filled in 
by the patient (however, no reference is made to the preem- 
ployment examination ), followed by an examination by a civil- 
ian contract physician of head, lungs, heart, abdomen, and rec- 
tum. Pulse, blood pressure, and weight are checked by a nurse. 
Audiometric and eye examinations are done by technicians, as 
are a three-lead electrocardiogram and routine red, white, and 
hemoglobin estimations and urinalysis. A chest x-ray (small 
films) is included. Women are given a Papanicolaou smear. 
These findings are later correlated by another contract physician 
who lists abnormalities as “findings.” No diagnosis is made. 

Approximately 20 persons are scheduled during a two-hour 
period, allowing approximately 6 to 10 minutes per person, in- 
cluding time necessary for doctor to review the history and 
perform the examination. 

All employees examined are notified of negative or positive 
findings of abnormalities. Each employee is expected to have or 
select a personal physician whose name has been recorded on 
the history sheet and to whom reports of any abnormal findings 
are sent two days prior to notification of the employee. 

It is now agreed by all parties concerned that this is not a 
“complete physical examination” but rather is a_ biannual 
screening examination designed eventually to include all civilian 
employees. It is also agreed that this newspaper publicity was 
unfortunate and misleading. 

Second, the medical society, however, is opposed to the base 
undertaking even these biannual screening examinations be- 
cause (a) such an examination, as conducted, is poor medicine, 
(b) the follow-up letter to the patient indicating no abnormal 
findings gives him a sense of false security, (c) the follow-up 
letters to the patient and his physician indicating abnormal find- 
ings may cause undue alarm, and (d) such examinations are 
for personal health not related to work and could best be done 
by the employee’s own private physician. 

The Air Force base agrees that the follow-up letters might be 
reworded to avoid such implications but insists that this is an 
occupational health program within P. L. 658 and the Public 
Health Service suggested program for civilian employees. 

Third, the medical society also believes that even though 
such regular screening examinations are carried out in some 
industries, they should not be provided for Civil Service work- 
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ers at taxpayers’ expense. This, of course, raises the question as 
to whether Civil Service employees of government should, for 
occupational health purposes, be considered the same as are 
employees of private industry. 

Fourth, the medical society looks upon the Kelly Air Force 
Base program as a pilot project to be extended to other Air 
Force bases and as a further encroachment of government into 
medical practice. 


CONCLUSIONS AND RECOMMENDATIONS 


The Council is in agreement with the Air Force base medical 
officer that this program comes within the scope of P. L. 658 
(79th Congress, 1946) and follows the suggestions made by the 
Public Health Service for a “preventive health program in a 
federal employees health service.” 

We are also in agreement, however, that the Bexar medical 
society’s objections to the program are valid in that (1) the 
program is poor medicine, and (2) that the follow-up letters 
may provide a sense of false security and may well cause undue 
alarm to the employee. 

In addition, we are in agreement with the Bexar medical 
society that, even though the program falls within the scope of 
P. L. 658, it has little or no relationship to work assignment 
and, therefore, there is considerable question as to whether or 
not it should be considered a part of an occupational health 
program. 

Furthermore, since special physical examinations are now 
required at necessary intervals for persons with hazardous jobs, 
it would seem unnecessary, at least from an occupational 
medical standpoint, to carry on the present biannual medical 
examinations, 

It is recommended, therefore, that where screening examina- 
tions (sometimes called multiple screening) are concerned 
primarily with personal health and not occupational health, and 
when they are deemed necessary or helpful to employees, they 
are to be considered as within the province of family physicians. 

At this point we should like to refer the House to three items: 

1. The fact that the A. M. A. testimony before Congress 
(79th) May, 1945, gave endorsement to the program set forth 
in P. L. 658. Among the services provided for under this law 
are (a) “pre-employment and other examinations” and (b) 
“preventive health programs,” providing considerable leeway 
for the development of programs such as the one at Kelly Air 
Force Base. 

2. That a report of the Reference Committee on Hygiene, 
Public Health, and Industrial Health in December, 1950, 
adopted by the House, recommended that “the subject of mass 
health surveys, either in industry or otherwise, be deleted from 
this report (of the Council on Industrial Health), as it is not 
a problem of industry in itself. General health and undiscovered 
pathology is the background of general health of the nation and 
should be the business of the family doctors rather than outside 
groups of doctors.” 

3. That a statement on this problem is now before the 
House, presented through the Board of Trustees by the Council 
on Industrial Health, and entitled, “Scope, Objectives, anu 
Functions of Occupational Health Programs.” This statement 
clearly delineates between “personal” and “occupational” health 
programs. 

In reference to the fact that “such regular screening exami- 
nations are carried out in some industries,” and the contention 
of the medical society that they should not be provided for 
Civil Service workers at taxpayers’ expense, it is recommended 
that the House consider the question as to whether Civil Serv- 
ice employees of government should, for occupational health 
purposes, be considered the same as are employees of private 
industry. 

Finally, it would seem from information obtained from the 
Air Materiel Command headquarters that similar programs exist 
at the eight other A. M. C. bases and, therefore, the Kelly Air 
Force Base program is not a pilot project to be extended else- 
where, However, there is the question as to whether it is 
occupational” or “personal” in nature and if the House of 
Delegates believes it is the latter, then it does become an 
encroachment on private practice. 
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Since this is really the principal concern of the Bexar County 
Medical Society, as set forth in the resolution, it is recom- 
mended that any examinations, screening or otherwise, not 
concerned with or for the purpose of work assignment or 
related to employment conditions be considered personal health 
examinations and are the proper function of the employee's 
private physician and, therefore, when undertaken by industry 
or government are an encroachment on the private practice of 
medicine. 


II. Resolutions 12 and 23 (Clinical Session, December, 1956) 

on Workmen's Compensation Cases in VA Hospitals 
BACKGROUND 

Resolutions No, 12 and 23 introduced by Washington and 
Oklahoma, respectively, and adopted by the House during the 
1956 Clinical Session in Seattle, were referred to the Council 
on Medical Service by the Board of Trustees for “study and 
implementation.” Both of these resolutions alluded to the im- 
proper practices on the part of several VA_ hospitals which 
admit veterans for treatment of illnesses or injuries incident to 
employment and who are covered under workmen's compensa- 
tion. 

The two “resolves” of Resolution No. 12 read as follows: 

“Resolved, That the American Medical Association considers 
these procedures unlawful and in direct violation of V. A. Reg. 
6047-D 1 and hereby requests its officers to take such action 
as feasible to bring about the discontinuance of these practices; 
and be it further 

Resolved, That in order to implement this resolution the 
American Medical Association Secretary be instructed to ob- 
tain from each state testimony or record of each known case 
that violates V. A. 6047-D 1.” 

The resolution 23 introduced by Oklahoma contained the 
following: 

“Resolved, That the American Medical Association consider 
these actions on the part of some Veterans Administration 
hospitals, apparently approved by the Veterans Administration 
in Washington, to be in direct violation of V. A. Reg. 6047-D 1 
and hereby request the proper Council or Committee of the 
American Medical Association to take such action as deemed 
necessary to bring about a discontinuance of these practices by 
Veterans Administration hospitals.” 

It will be noted that each of these resolutions referred to 
6047-D of the V. A. Regulations. The first portion of the 
regulation mentioned, which defines eligibility for hospital 
treatment or domiciliary care, reads in part as follows: 

“6047 (D) (1)... persons who served in the active military 
or naval forces, including those who had active duty as a 
member of the Women’s Army Auxiliary Corps, regardless of 
length of service during a period of war as defined in sub- 
paragraph (A) (1) of this paragraph, who were discharged or 
released from active duty under other than dishonorable con- 
ditions; who swear that they are unable to defray the expense 
of hospitalization or domiciliary care . . .” (Italics ours ) 

At its April meeting, the Council on Medical Service voted 
that the Chairman of the Council, the Chairman of the Com- 
mittee on Federal Medical Services, a member of the Board of 
Trustees together with A. M. A. staff meet with Dr. Middleton 
and other VA personnel as well as representatives of any 
governmental agency that might be concerned in order to 
discuss the question of VA hospitals accepting (and billing for ) 
workmen’s compensation cases. 

It was further voted that these meetings be held as soon as 
possible in order to permit a report to the Council prior to the 
June meeting of the House of Delegates. During the Council 
discussion of these resolutions, mention was also made of the 
practicability of contacting representatives of workmen's com- 
pensation carriers. 

Several attempts were made to arrange a meeting with Dr. 
Middleton, chief medical director of the Veterans Administra- 
tion and his associates during the first week of May. Dr. 
Middleton was unavailable at that time. Moreover, certain 
designees mentioned in the Council action had conflicting com- 
mitments during that period. In view of this, the Council 
Chairman discussed these matters briefly with Dr. Middleton 
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while both were attending the annual meeting of the National 
Board of Medical Examiners. Through the Washington Office, 
arrangements were made for a meeting in Washington with 
Dr. Roy A. Wolford, deputy chief medical director of the VA 
on May 6. At the May 6 meeting Dr. O. B. Hunter attended 
as a representative of the Committee on Federal Medical 
Services along with the Chairman of the Council and _ staff 
employees. 

Prior to the May 6 conference, A. M. A. representatives were 
cognizant of the position taken on May 27, 1953, by the Asso- 
ciation of Casualty and Surety Companies: 

. that member companies thereafter pay to hospitals 
operated by the Veterans Administration charges for the care 
and treatment of industrial workers covered by workmen’s 
compensation laws...” 

Moreover, in announcing the foregoing reccommendation, it 
was apparent that the executive committee of the Association 
of Casualty and Surety Companies had agreed to abide by 
V. A. Technical Bulletin 10A-306, entitled “Collection of Reim- 
bursable Insurance Benefits,” which sets out the procedure to 
be followed by VA hospitals in collecting from third parties the 
cost of caring for veterans hospitalized for non-service-con- 
nected disabilities. The announcement also indicated that 
charges made by VA hospitals would be based on rates estab- 
lished or approved by state industrial accident boards or 
commissions or other official bodies in those jurisdictions where 
official rates had been established. In other areas the charges 
would be based on VA Catalog No. 5 entitled “Guide for 
Charges for Medical Services.” 

The office of the Council on Medical Service had established 
contact with the general manager of the aforementioned Asso- 
ciation of Casualty and Surety Companies regarding whether or 
not the recommendation adopted on May 27, 1953, still repre- 
sented current policy. The Association of Casualty and Surety 
Companies was further queried with respect to any modifica- 
tions in policy since that time. In the event no changes had 
been made, the Association of Casualty and Surety Companies 
was requested to supply a detailed outline of the rationale 
leading up to the May 27, 1953, statement. 

These frequent communications with the Association of 
Casualty and Surety Companies have led us to believe that: 

(1) The statement on May 27, 1953, may still be the current 
policy of that organization; 

(2) It was promulgated by a standing committee of the 
organization; 

(3) Said standing commitee is scheduled to meet sometime 
in June, 1957; and 

(4) The general manager would be willing upon sufficient 
advance notice to meet with A. M. A. officials to discuss these 
matters. An effort was made by the staff to learn the identity 
of the members of this standing committee so they could be 
contacted prior to this meeting, but this effort was unsuccessful. 


May 6TH MEETING 
VA POSITION 


At this meeting the A. M. A. representatives heard a recita- 
tion of the position of the VA. In substance, it was the VA 
premise (based upon advice of VA staff legal counsel) that 
hospital administrators are obliged to admit all non-service- 
connected applicants provided a bed is available and provided 
the applicant completes a 10-P-10 form and addenda attesting 
to his inability to defray the expense of such treatment in 
community facilities. It was also stressed that the hospital ad- 
ministrator is without authority to question at the time of 
admission the self-appraisal of the veteran’s ability to pay. 

In cases where the hospital administrator questions the 
10-P-10 affidavit he may forward them to the VA central office 
after admission or discharge of the patient. Such cases are 
reviewed by central office staff and frequently by the adminis- 
trator of veterans affairs. Some are referred to VA staff counsel 
for determination of whether they should be forwarded to the 
Justice Department for further investigation and possible prose- 
cution, 

It was learned that during the period from March, 1953, to 
the end of February, 1957, some 965 such cases were referred 
to the VA central office. Approximately 1% were determined to 
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be of an emergency nature and not considered as being irregu- 
lar. Currently there are over 700 cases being held in the VA 
central office awaiting an analysis from the Justice Department 
of some 50 sample cases regarding those elements the latter 
agency wishes referred for further study and prosecution. It 
was interesting to learn that none of the cases involved either 
the question of third party liability or workmen’s compensation, 
This may be of special significance, since over 9,000 VA hos- 
pital admissions involving workmen’s compensation were re- 
ported during fiscal year 1956 according to responses to 
questionnaires sent to VA_ hospital administrators by the 
Committee on Veterans’ Affairs of the House of Representatives, 

In the course of this conference it was learned that the VA 
central office had initiated contact with the Association of 
Casualty and Surety Companies which resulted in the recom- 
mendation referred to previously in this report. Although the 
announcement of this recommendation has a date of approxi- 
mately four years ago, it has been estimated that only about 
20% of the VA billings for workmen’s compensation cases has 
been paid by employers or compensation carriers. While it 
cannot be documented at this time, it is believed that the 1953 
recommendation of the executive committee of the Association 
of Casualty and Surety Companies is not compatible with the 
philosophy of other insurance trade associations. It was learned 
that one insurance trade association, which represents compa- 
nies writing a substantial volume of workmen’s compensation 
business, declined to adopt or announce a policy statement in 
support of paying VA hospitals for treatment of industrial 
accident or illness cases. Moreover, it was conjectured by an 
official of the latter association that its member companies 
would not be in sympathy with the practice of paying for 
workmen’s compensation cases hospitalized in VA facilities. 

The June 30, 1955, decision of the United States District 
Court (Nebraska) with respect to Civil Action No. 10-54 is of 
interest. It was an outgrowth of attempts by a VA hospital to 
collect health insurance (not workmen’s compensation ) benefits 
in a case where a veteran was protected for “incurred expenses” 
by such coverage and was hospitalized in a VA facility for 
poliomyelitis, a non-service-connected condition. 

The court held that an insurance company is not obligated 
to pay benefits where the policyholder (veteran) does not 
actually incur any expense. A portion of the Court’s opinion 
reads: “It appears to this court that the Congress has not 
erected within the Veterans Administration a system of com- 
mercial hospitalization open to the limited patronage of veterans 
of American wars.” 


REBUTTAL BY A. M. A, REPRESENTATIVES 


It was pointed out that the points of law (including 10-P-10 
and affidavit) and administrative regulations were deemed in- 
appropriate in workmen’s compensation cases primarily due to 
the fact that the veteran 1s not required to defray such expenses 
in community facilities smce the costs are assumed either by 
the employer or the appropriate compensation carrier. More- 
over, the law merely authorizes (does not direct) the hospital 
administrator to admit certain non-service-connected cases. In 
substance, it appears that the difficulty and problems emanate 
from different legal interpretations of the laws authorizing 
certain veteran benefits. 


OTHER OPINIONS 


Reportedly, Congressman Teague is of the opinion that: 

(1) His present proposal (H. R. 58) will not solve the 
problem of compensation cases; 

(2) He and his colleagues on the Committee on Veterans’ 
Affairs have been unable, as yet, to draft appropriate remedial 
legislation and therefore would welcome suggestions from any 
interested group; and 

(3) The current problems might possibly be resolved by the 
VA through administrative regulations if the Administrator 
were so inclined, 


ACTIVITIES SINCE May 6 MEETING 


Upon the conclusion of the conference in the VA central 
office, the American Medical Association representatives reco0- 
vened to plan further activities in the hope of implementing 
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these resolutions. It was agreed that the Washington Office 
would arrange conferences with representatives of the Bureau 
of the Budget, Department of Justice (Civil Division), General 
Accounting Office, and, if possible, Congressmen Olin E. 
Teague, chairman of the Committee on Veterans Affairs of the 
House of Representatives. The headquarters staff would con- 
tinue its attempt to develop information which might explain 
the position taken by the executive committee of the Association 
of Casualty and Surety Companies. 

The primary purpose of these staff contacts was to get reac- 
tions to the policies enunciated by Resolutions No. 12 and 23 
and also to arrange future conferences, where indicated, which 
would be attended by appropriate officials of the American 
Medical Association. A tentative deadline of May 20 was 
established for these preliminary conferences so as to permit 
preparation of appropriate reports to the Council on Medical 
Service and the House of Delegates. 

The Washington Office held conferences with the Assistant 
Director, Bureau of the Budget, on May 8; the Assistant 
Attorney General (Civil Division), Department of Justice, and 
two of his associates on May 9; and on May 13 met with the 
Assistant Comptroller General of the United States and five of 
his aides. All three of these conferences indicated sentiment in 
favor of the position stated in the resolutions. 

It is believed that the Bureau of the Budget would be dis- 
posed to approve legislation, if proposed, to the effect that a 
veteran with a non-service-connected disability incurred in the 
course of employment and covered by workmen’s compensation 
would prima facie be considered able to afford care in private 
facilities. Moreover, it is believed that the bureau might further 
look with favor upon legislation permitting the VA to question 
a veteran’s statement of inability to pay for care in private 
facilities if such veteran was protected by any form of volun- 
tary health insurance. 

The conference with the Department of Justice indicated 
that that office was not acquainted with the practice of the 
Veterans Administration in admitting compensation cases in 
VA hospitals and billing for such services. Moreover, these 
representatives expressed the sentiment that a veteran under 
such circumstances would be as susceptible to prosecution for 
fraud (as in the Petrick case ) as he would be reason of having 
adequate assets or health insurance coverage. It was evident 
that the Justice Department would give serious consideration to 
taking appropriate action in any suspected cases of fraud in- 
volving workmen’s compensation if referred by the Veterans 
Administration. Finally, the department representatives were 
surprised to learn that VA officials might be under the misap- 
prehension that the Justice Department would have no interest 
in such cases. Subsequent to the May 9 conference it is be- 
lieved that VA central office officials are reevaluating their 
position and discussing the matter with the administrator of 
veterans affairs. 

Representatives of the General Accounting Office indicated 
that that agency, if called upon to comment, would recommend 
that veterans with non-service-connected conditions not be 
admitted to VA hospitals when injured in the regular course of 
employment and covered by workmen’s compensation—except 
in emergencies. In emergency cases, however, such patients 
should be discharged to private facilities as soon as medically 
feasible. 

On May 20, Washington Office representatives then called on 
Congressman Teague. They reviewed the conversations which 
had been held previously with the VA and the other three 
government offices. 

It was reported by the Washington Office that Congressman 
Teague was dissatisfied with the manner in which the VA 
handled these cases and that it was the congressman’s intention 
to communicate with the administrator of veterans affairs in 
order to inquire what the administrator might plan to do by 
way of administrative regulations designed to discontinue these 
improper practices. 

It is our understanding that Congressman Teague has ad- 
dressed a communication to the VA with the request that he be 
informed regarding any contemplated modification of regula- 
tions with respect to terminating admissions to VA hospitals of 
Patients covered by workmen’s compensation or industrial acci- 
dent insurance. 
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All during this period the headquarters staff has on several 
occasions attempted to develop further details regarding the 
position of the Association of Casualty and Surety Companies, 
but as yet has experienced very little progress as mentioned 
previously. 

In the study of this problem, consideration was given to a 
chronological study of the Federal Statutes and Administrative 
Regulations in order to determine to what extent regulations 
may be incompatible with the basic laws. Council representa- 
tives were aware of the subcommittee on legislative oversight of 
the House Interstate and Foreign Commerce Committee under 
the chairmanship of Congressman Moulder. It is understood 
that the primary activity of this subcommittee was to study the 
extent to which various federal agencies were superseding basic 
statutes through the medium of administrative regulations. 
Inasmuch as there were no indications that the Veterans Ad- 
ministration was on the list for study, A. M. A. representatives 
felt there might be merit for a separate and independent review 
of VA laws and regulations. This stemmed from a review of 
correspondence wherein the VA central office allegedly sought a 
legal opinion regarding P. L. 312, 74th Congress, and the legal 
opinion rendered was predicated upon the language of a regu- 
lation rather than the public law. 

With regard to this, the Law Department of the American 
Medical Association prepared a memorandum to the effect that 
such a review would be of questionable value “. . . As long as 
the law is so worded to permit distinction between its spirit 
and letter it will be possible for the Veterans Administration to 
continue its practices.” It was felt that such a special review 
would only emphasize further rather than resolve the different 
positions of the Veterans Administration and the American 
Medical Association. 

In view of the foregoing, the Law Department stated that it 
“believes that the only sound and practical program is to urge 
amendment of the law so that its intent, meaning and spirit are 
expressed with such clarity that only one interpretation is 
possible.” 


RECOMMENDATION 


It is recommended that all efforts already initiated be con- 
tinued and augmented where necessary in order to implement 
the letter and spirit of Resolutions No, 12 and 23, 1956 Clinical 
Session. 

Should it be decided that the only feasible course for 
terminating this improper practice would be by attempting to 
amend the law, the Council recommends that such efforts 
should be channeled through the Committee on Legislation 
with all possible assistance from the Council on Medical 
Service, its Committee on Federal Medical Services as well as 
assistance from any other agency or organization similarly moti- 
vated toward minimizing unnecessary duplication of facilities 
with the attendant burdensome expenses, The Council on Medi- 
cal Service recommends that such steps should be taken which 
will result in a discontinuance of the improper practices hereto- 
fore mentioned. 

REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 


Report of Council on Medical Service 


Resolution No. 6 (Annual Session, June, 1956) on Medical 
Care for Civil Service Employees.—Your reference committee 
commends the Council for its excellent report on this subject 
and recommends its adoption. However, the committee wishes 
to call attention to the recommendation wherein the Council 
requests that “ . the House consider the question as to 
whether Civil Service employees of government should, for 
occupational health purposes, be considered the same as are 
employees of private industry.” 

Your committee does not believe it is in a position to make a 
recommendation to the House on this policy question at this 
time. With this in mind your reference committee recommends 
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that this question be referred to the Board of Trustees for 
referral to the appropriate council or committee for exploration 
and report back to the House at its 1957 Clinical Session. 

Resolutions No. 12 and 23 (Clinical Session, December, 1956) 
on Workmen’s Compensation Cases in VA Hospitals.—Your 
reference committee, after reviewing this exhaustive report, 
wishes to commend the Council on Medical Service and its 
Committee on Federal Medical Services for their work. 

At the hearings your committee was pleased to learn that on 
May 29, 1957, the Veterans Administration promulgated In- 
terim Issue 10-434 which is in accord with Resolutions No. 12 
and 23. However, as mentioned in the Council report, your 
committee believes that the only definitive way to terminate the 
undesirable practices mentioned in the resolutions and the re- 
port would be by amending the law so that there can be no 
doubt as to its purposes and intent. 

Your committee therefore recommends that the Board of 
Trustees make the appropriate attempt to accomplish this 
purpose. 


Report of Council on Medical Education and Hospitals 


Dr. Herman G. Weiskotten, Chairman, presented the report 
of the Council on Medical Education and Hospitals (see THE 
JournaL, May 4, 1957, pages 57-66) and the following supple- 
mentary report which were referred to the Reference Committee 
on Medical Education and Hospitals. 

The Internship.—As directed by the House of Delegates, the 
Council on Medical Education and Hospitals has investigated 
the possibility and desirability of discouraging straight intern- 
ships in favor of rotating internships. As a part of this investi- 
gation a survey of institutions offering straight internships has 
been conducted and the advice of medical educators has been 
sought. Pending the completion of this investigation no straight 
internships have been approved. 

As a result of this study and after careful consideration of 
the various factors involved, the Council has reached the con- 
clusion that straight internships of superior educational content 
are justified in the fields of medicine, surgery, pediatrics, and 
pathology because of their comprehensive scope. 

The Council proposes to approve new applications for 
straight internships in these fields when the Council is con- 
vinced of the educational excellence of the individual program 
seeking approval. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 


Report and Supplementary Report of Council on 
Medical Education and Hospitals 


Your reference committee has reviewed the report of the 
Council on Medical Education and Hospitals and wishes to 
comment on the various sections of the report separately: 

(a) Functions and Structure of a Modern Medical School.— 
This document is intended to replace the “Essentials of an 
Acceptable Medical School.” Your reference committee is im- 
pressed that the general principles necessary for good medical 
education are included herein but at the same time permits the 
medical school freedom to improve its educational program. 
The very fact that the “Functions” were arrived at in collabora- 
tion with the Association of American Medical Colleges indicates 
the close relationship between the American Medical Associa- 
tion and the medical educators of the United States. 

(b) Guides and Basic Principles of Postgraduate Medical 
Education.—Your reference committee has considered the 
“Guides and Basic Principles of Postgraduate Medical Educa- 
tion,” prepared for the Council on Medical Education and 
Hospitals by the ad hoc Committee on Postgraduate Medical 
Education. Your reference committee recommends that these 
guides be amended as follows: 

The third paragraph of item 5 which reads as follows should 
be deleted: 

“A hotel ballroom or a lecture hall used alone and isolated 
from a hospital or medical center does not provide those essen- 
tial facilities needed in modern medical education, whether it 
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be for students working toward the M.D. degree or for physi- 
cians in practice enrolled in a course or participating in other 
primarily educational programs.” 

The 4th paragraph under item 6 be amended to read as 
follows: 

“Strictly as aids to education rather than as the sole method, 
the use of colored slides, motion pictures and color television is 
encouraged, In the case of home study courses, the use of other 
audio-visual kits may be of value. However, the import of 
television to medical education is still in the exploratory and 
experimental phase.” 

Since this is an initial effort of the Council on Medical 
Education and Hospitals in this area, your reference committee 
hopes that continued study of the effectiveness of these objec- 
tives and basic principles will be made. 

(c) Organization of Committee to Study Best Background 
Preparation for General Practice.—This portion of the report of 
the Council on Medical Education and Hospitals refers to the 
appointment of a committee with representation from the 
Council, the Association of American Medical Colleges, and 
the American Academy of General Practice as a result of a 
directive from the Executive Committee of the Board of Trus- 
tees that the committee address itself to instructions 3 and 4 
of the report of the Committee on Medical Practice made to 
the House of Delegates in Seattle (November, 1956). It is a 
progress report for information only. 

(d) Inhalation Therapy.—In June, 1956, the House of Dele- 
gates approved, in principle, the establishment of educational 
programs for inhalation therapy technicians and requested the 
Council to study the development of criteria for such training. 
The Council reports on developments to date in its statement. 
This portion of the report of the Council is a progress report for 
information only. A further report will be made to the House of 
Delegates in December, 1957. 

(e) The Straight Internship Supplementary Report of the 
Council on Medical Education and Hospitals.—At first glance 
this portion of the report of the Council on Medical Education 
and Hospitals gives the impression that the survey (referred to 
in Appendix C) was definitely a “slant survey.” It was made 
only in institutions which now have straight internships. The 
Council pointed out that previous studies furnished them rather 
completely with the other side of the issue and that the current 
study was necessary in order to insure the proper perspective. 

Medical education today is in a state of extreme experimen- 
tation aimed at improving the methods, requirement, time, etc. 
This includes the full gamut of the problem of premedical, 
undergraduate, graduate, and postograduate medical education. 

Your reference committee, therefore, agrees with the Council 
on Medical Education and Hospitals that “straight internships 
of superior educational content are justified in the fields of 
medicine, surgery, pediatrics, and pathology because of their 
comprehensive scope.” On the other hand, this recommenda- 
tion of your reference committee should not be interpreted as 
a refutation of previous actions of the House of Delegates of 
the American Medical Association. Your reference committee is 
still convinced that a sound well-organized rotating internship 
meets the present needs of medical education in a superior 
manner to the straight internship. The Council should continue 
the encouragement of rotating internships, It may recognize the 
straight internship only in situations of superior content and for 
the purpose of studying new methods of medical education. 

(f) Suggested Change in the Name of the Council on Medi- 
cal Education and Hospitals to Council on Medical Education. 
—Your reference committee considered the recommendation of 
the Council to change its name to Council on Medical Educa- 
tion. After careful thought and discussion and recognizing that 
the functions of the Council relative to accreditation or registra- 
tion of hospitals have been discontinued by action of the Board 
of Trustees and the House of Delegates, your reference com- 
mittee believes that the name of the Council on Medical Edu- 
cation and Hospitals should be retained because of the graduate 
education programs which are conducted almost entirely in 
hospitals and also since the hospital plays an intimate role in 
all phases of medical education. 


(To be continued ) 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


Tax Exemption for Hospital Bequests and Gifts 


Representative Shelley (D., Calif.), in H. R. 4131, 
proposes to place a hospital that is owned and operated 
as a nonprofit institution in the same tax classification 
as a municipally owned hospital and would make be- 
quests and donations to it exempt for estate and gift 
tax purposes. Among the conditions required would be 
that the hospital would be open to the general public. 
This measure was referred to the Committee on Ways 
and Means. 


Tax Deduction for Rest Home Care 


Senators Murray (D., Mont.) and Mansfield (D., 
Mont. ), in §. 1275, and Representatives Anderson ( D., 
Mont.), in H. R. 5099, and Metcalf (D. Mont.), in 
H. R. 5242, have introduced identical measures which 
would “amend the Internal Revenue Code of 1954, so 
as to permit amounts paid for the institutional care 
of disabled persons to be deducted as a medical ex- 
pense.” The deduction would be allowed from the 
adjusted gross income for amounts paid by the tax- 
payer for himself or his dependents “to an institution 
for the care (including board and lodging) and super- 
vision of an individual who is disabled and who is in 
such institution because of his need for continual per- 
sonal attention—an individual shall be considered to 
be disabled only if he is unable to engage in any sub- 
stantially gainful activity by reason of age or of any 
medically determinable physical or mental impairment 
which can be expected to be of indefinite or long-con- 
tinued duration.” The Senate bill was referred to the 
Committee on Finance. The House bills were referred 
to the Committee on Ways and Means. 


Voluntary Social Security for Physicians 


Representative Reuss (D., Wis.), in H. R. 4824, 
has reintroduced a bill which would permit voluntary 
coverage under the federal Old-Age and Survivors 
Insurance system for self-employed physicians and 
dentists. Once a physician filed a certificate electing 
coverage, such election would be irrevocable. This bill 
was referred to the Ways and Means Committee. 


Tax Deduction for Annuities 


Representative Lesinski (D., Mich.) proposes, in 
H. R. 7298, to allow the taxpayer, in calculating his in- 
come tax, to deduct from his gross income payments 
made to a retirement fund under a public retirement 
system or premiums for a retirement income under 
an annuity, endowment, or life insurance contract. 


From the Washington Office of the American Medical Asso- 


ciation, 


The maximum deductible contributions could not ex- 
ceed $3,000 for any taxable year. This proposal was 
referred to the Ways and Means Committee. 


Medical Care for Veterans Abroad 


Representative Long (D., La.) proposes, in H. R. 
4207, to give the administrator of veterans’ affairs the 
authority to treat veterans residing abroad for service- 
connected injuries or disabilities whether such disa- 
bilities occurred in peacetime or war. Under the pres- 
ent law, it is within the discretion of the administrator 
of veterans’ affairs to provide medical care abroad for 
wartime service-connected injury or disability, This 
measure was referred to the Committee on Veterans’ 
Affairs. 


Federal Department of Civil Defense. 


Representatives Price (D., Ill.), in H. R. 4219; 
Minshall (R., Ohio), in H. R. 4295; Porter (D., Ore.), 
in H. R. 4415; Rodino (D., N. J.), in H. R. 4418; 
Hemphill (D., S. C.), in H. R. 6313; and Roosevelt 
(D., Calif.), in H. R. 6467, have introduced measures 
identical to H. R. 2125 by Chairman Holifield (D., 
Calif.), previously reported, which would establish a 
Federal Department of Civil Defense headed by a Sec- 
retary. Emergency authority would be granted to the 
new department in an effort to preserve supremacy 
of civilian control in time of disaster. Upon a procla- 
mation by the President or a concurrent resolution of 
Congress, broad authority would be given the Civil 
Defense Secretary in such periods. These measures 
were referred to the Committee on Government Oper- 
ations. 


Longshoremen’s and Harbor Workers’ 
Compensation Act Amendment 


Representative Roosevelt (D., Calif.), in H. R. 4599 
and H. R. 7303, has introduced two bills to amend 
the Longshoremen’s and Harbor Workers’ Compensa- 
tion Act with respect to medical services, supplies, 
and the selection of physicians. The latter bill is a re- 
vision of the earlier bill, and its provisions follow: 


“An injured employee may, when care is required, select the 
physician who is to treat him. If for any reason during the 
period when medical treatment or care is required the employee 
wishes to transfer his treatment and care to another physician, 
he may do so in accordance with rules prescribed by the 
deputy commissioner. If hospitalization or institutional care is 
required, the employee may select the hospital or institution 
to render such care, and the employer shall be liable for food, 
clothing, and maintenance furnished by such hospital or insti- 
tution to the employee. 

“If the employee is unable, due to the nature of the injury, 
to select his own physician, hospital, or institution, and the 
emergency nature of the injury requires immediate medical 
treatment and care, or if he does not desire to select his own 
physician, hospital, or institution and so advises the employer 
in writing, the employer shall promptly provide him with 
the necessary medical treatment and care; but the employee, 
when subsequently able to do so, may select his own physician, 
hospital, or institution for the continuance of any medical 
treatment or care required. 
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“If the employer believes that care being rendered to an 
injured employee is not adequate and it would be to the best 
interests of the employee that a physician other than the 
attending physician treat the employee, he may file an applica- 
tion with the deputy commissioner having jurisdiction of the 
claim for the purpose of obtaining an order to that effect. If 
the deputy commissioner finds it to be in the best interests 
of the employee to transfer [the care of the patient] to another 
physician, an order may be entered to that effect and the em- 
ployer would be relieved of the responsibility of paying for 
further services of the attending physician,” but the employee 
could select another physician of his choice. 

“The employer shall be entitled to have the claimant ex- 
amined by a physician of the employer's choice at a place 
reasonably convenient to the claimant, and in the presence of 
the claimant’s physician, and refusal by the claimant to submit 
to such examination at such time or times as may be reasonably 
necessary in the opinion of the deputy commissioner shall bar 
the claimant from recovering compensation for any period 
during which he has refused to submit to such examination. 

“(d) The employer shall have the right to a hearing before 
the deputy commissioner at any time he believes charges for 
medical care, services, or supplies are exorbitant.” 


This bill has been referred to the Committee on 
Education and Labor. 


Hospitalization for the Aged and Disabled 


Representative Dingell (D., Mich.), in H. R. 4765, 
proposes to provide insurance against the cost of hos- 
pitalization for insured aged persons and their depend- 
ents and survivors and for insured disabled persons. 
The Social Security Trust Fund would provide the 
payments for the aged, and the Disability Insurance 
Trust Fund would provide the payments for the dis- 
abled. This measure was referred to the Ways and 
Means Committee. 


Commission on the Aging and Aged 


Representatives Corbett (R., Pa.), in H. R. 5654, 
and Fulton (R., Pa.), in H. R. 5932, have introduced 
similar measures establishing a Commission on the 
Aging and Aged to study and make recommendations 
with respect to “(a) employment and employability; 
(b) income maintenance; (c) health and physical 
care; (d) housing, living arrangements, and family re- 
lationship; and (e) effective use of leisure time.” These 
measures were referred to the Committee on Educa- 
tion and Labor. 


Grants for Studies and Projects for Aged 


Representatives Teller (D., N. Y.), in H. R. 5249, 
and Cramer (R., Fla.), in H. R. 6976, have introduced 
similar bills which would establish within the Depart- 
ment of Health, Education, and Welfare a bureau to 
conduct and encourage research studies in the fields 
of gerontology, geriatrics, and allied problems of sen- 
ior citizens. Grants to states would be authorized 
through this bureau to initiate and carry out research 
and projects in this field. These bills have been re- 
ferred to the Education and Labor Committee. 


National Radiation Health Institute 


Identical bills have been introduced in the Senate 
and the House to create a National Radiation Health 
Institute in the National Institutes of Health. The 
House bill, H. R. 4820, is sponsored by Representa- 
tive Porter (D., Ore.). The Senate bill, S. 1228, was 


J.A.M.A., July 6, 1957 


introduced by Senator Neuberger (D., Ore.), for him- 
self and Senators Smith (R., Maine), Morse (D., 
Ore.), Murray (D., Mont.), Mansfield (D., Mont.), 
Humphrey (D., Minn.), Jackson (D., Wash.), Mce- 
Namara (D., Mich.), and Magnuson (D., Wash.), 
The functions of the Institute would be to: 


“(a) conduct, assist, and foster researches, investigations, 
experiments, and studies relating to the causes, prevention, and 
methods of diagnosis and treatment of diseases and conditions 
resulting from atomic radiation; 

“(b) promote the coordination of research and control 
programs conducted by the Institute, and similar programs 
conducted by other agencies, organizations, and individuals; 

“(c) make available research facilities of the Service to 
appropriate public authorities, and to health officials and 
scientists engaged in special studies related to the purposes 
of this part; 

“(d) make grants-in-aid to universities, hospitals, labora- 
tories, and other public or private agencies and institutions, 
and to individuals for such research projects relating to diseases 
and conditions resulting from atomic radiation as are recom- 
mended by the (National Advisory Radiation Health Institute ) 
Council, including grants to such agencies and institutions for 
the construction, acquisition, leasing, equipment, and mainte- 
nance of such hospital, clinic, laboratory, and related facilities, 
and for care of such patients therein, as are necessary for such 
research; 

“(e) establish an information center on research, prevention, 
diagnosis, and treatment of diseases and conditions resulting 
from atomic radiation, and collect and make available, through 
publications and other appropriate means, information as to, 
and the practical application of, research and other activities 
carried on pursuant to this part; 

“(f) secure from time to time, and for such periods as he 
deems advisable, the assistance and advice of persons from 
the United States or abroad who are experts in the field of 
atomic radiation, and the diseases and conditions resulting 
therefrom; 

“(g) in accordance with regulations and from funds appro- 
priated or donated for the purpose (1) establish and maintain 
research fellowships in the Institute and elsewhere with such 
stipends and allowances (including travel and subsistence ex- 
penses) as he may deem necessary to train research workers 
and to procure the assistance of the most brilliant and promising 
research fellows from the United States and abroad, and, in 
addition, provide for such fellowships through grants, upon 
recommendations of the Council, to public and other nonprofit 
institutions; and (2) provide training and instruction and 
establish and maintain traineeships, in the Institute and else- 
where matters relating to the diagnosis, prevention, and treat- 
ment of diseases and conditions resulting from atomic radiation 
with such stipends and allowances (including travel and sub- 
sistence expenses) for trainees as he may deem necessary, the 
number of persons receiving such training and instruction, and 
the number of persons holding such traineeships, to be fixed 
by the Council, and, in addition, provide for such training, 
instruction, and traineeship through grants, upon recommenda- 
tion of the Council, to public and other nonprofit institutions.’ 


The Senate bill was referred to the Labor and Pub- 
lic Welfare Committee. The House measure was re- 
ferred to the Interstate and Foreign Commerce Com- 
mittee. 


Investigation of Mental Health Legislation 


Representative Burdick (R., N. D.) proposes, in 
H. Con. Res. 98, that Congress “make a complete in- 
vestigation into all ramifications and implications, of 
mental health legislative programs which are current- 
ly being promoted.” The whereas clauses read as fol- 
lows: 
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“Whereas seven hundred thousand citizens of the United 
Stites are confined in asylums, many wrongfully and need- 
lessly; and 

“Whereas the majority are old people, misfits, and odd ones 
who are not insane or dangerous; and 

“Whereas we recognize the need of adequate care for the 
mentally ill but deplore legislation which may be contrary to 
their best interests and the language of this bill is subject to 
misinterpretation which could jeopardize constitutional rights 
of the individual; and 

“Whereas among the psychiatrists are those who advocate 
an ideology foreign to the United States, as set forth in ‘Mental 
Health and World Citizenship,’ the statement of the 1948 
International Congress on Mental Health; and 

“Whereas the mental health organizations are sponsoring 
in the several States commitment legislation which violates the 
rights guaranteed to every citizen under the Constitution of the 
United States; and 

“Whereas the Alaska Mental Health Act, as passed by the 
Congress, contains unconstitutional provisions.” 


This proposal was referred to the Committee on 
Rules. 


A. M. A. PRODUCES NEW FILM 
FOR THE PUBLIC 


“What doctors do as a group is sometimes more 
important than what they do individually.” These are 
the words of news commentator John Cameron Swazy, 
in setting the stage in a new A. M. A. film for a series 
of incidents showing how organized medicine serves 
Americans everywhere. This 30-minute color film en- 
titled “Whitehall 4-1500,” is scheduled for release to 
medical societies for local showings Sept. 1. It will be 
first shown on Aug. 28, at the A. M. A.’s Public Rela- 
tions Institute in Chicago. Dramatic, short sequences 
show the A. M. A. in action in helping to save young- 
sters’ lives through poison control activities, helping to 
reduce highway deaths, helping to place physicians in 
isolated areas, and helping to make jobs safer for in- 
dustrial workers and life better for everyone. It reveals 
the story of the Association’s efforts to solve many cur- 
rent health problems, such as alcoholism and mental 
illness. It tells a positive story unfamiliar to many 
Americans—a story behind the headlines. 


PUBLIC RELATIONS INSTITUTE 


The American Medical Association’s Public Rela- 
tions Institute for 1957 will be held in Chicago on Aug. 
28 and 29. The session on Wednesday morning will 
deal with (1) problems of science writers in develop- 
ing stories of national significance, (2) problems of 
the working press in covering local medical news, and 
(3) ethical considerations of distinguishing between 
advertising and legitimate medical news. In the after- 
noon, state and county representatives will split up 
into four groups—according to size of society—to dis- 
cuss mutual public relations problems. The program 
on Thursday morning will include a panel discussion 
on the present status of grievance committees and how 
they can work more efficiently. Enough time will be 
allotted throughout the meeting for questions and 
answers. State and county medical society executives, 
public relations personnel, and public relations com- 
mittee chairmen are especially urged to attend this 
conference. 
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COMMITTEE ON INDUSTRIAL 
OPHTHALMOLOGY 


The Council on Industrial Health of the American 
Medical Association recently announced the comple- 
tion of its new Committee on Industrial Ophthalmol- 
ogy. Members of the Committee are Drs. Edmund B. 
Spaeth, Chairman, Philadelphia; Edmond L. Cooper, 
Detroit; Franklin M. Foote, New York; Ralph S. Mc- 
Laughlin, Laconia, N. H.; Joseph F. Novak, Pittsburgh; 
and Ralph W. Ryan, Morgantown, W. Va. The first 
meeting of the Committee was held in New York City, 
June 7, in conjunction with the annual convention of 
the American Medical Association. 


HEALTH INSURANCE DATA 


Latest information on voluntary prepayment medical 
benefit plans is being compiled by the Council on 
Medical Service of the American Medical Association. 
Both the 10th revision of “Voluntary Prepayment Med- 
ical Benefit Plans” and the supplementary “Charts and 
Graphs” will be available about July 1. The former 
summarizes information on the benefits, organizational 
structure, premiums, and enrollment of more than 100 
plans designed to provide assistance in financing health 
care. The latter pamphlet contains composite statisti- 
cal data showing aggregate claims experiences, admin- 
istrative costs, and enrollment figures, as well as 
comparisons with similar figures published by other 
sources. For the most part, enrollment figures are as 
of Dec. 31, 1956, while the statistical data pertain to 
operations and experience for the 1956 calendar vear. 
Single copies will be available to physicians and medi- 
cal societies, without charge, from the Council. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


BOARD DIPLOMATES 


The American Board of Neurological Surgery has 
called attention to the fact that the names of the fol- 
lowing diplomates, certified in April, 1955, were in- 
advertently omitted from the current edition of the 
Directory of Medical Specialists: Robert C. Alliff, 
Frederick K. Amerongen, Donald S. Bickers, Walter E. 
Boehm, Lee A. Christoferson, Jack R. Cooper, R. M.N. 
Crosby, Robert D. Dunbar, William G. Evans, Heinz 
K. Faludi, Melbourne Greenberg, Milton O. Heifetz, 
Philip J. Huber, John F. Kendrick, Alfred R. Kessler, 
Joseph G. Klotz, Lloyd J. Lemmen, James W. Mark- 
ham, William H. Mosberg, Livio Olmedo, Robert A. 
Sears, John K. Ross-Duggan, Samuel Shenkman, Gar- 
rett M. Swain, Richard C. Tozer, and Erick T. Yuhl. 

A list has been prepared giving the addresses of 
those physicians and can be obtained on request from 
the American Board of Neurological Surgery, Wash- 
ington University Medical School, St. Louis 10, or 
from the Directory of Medical Specialists, 210 E. 
Ohio St., Chicago 11. 
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MEDICAL NEWS 


GEORGIA 


State Medical Election.—The general officers of the 
Medical Association of Georgia for 1957-1958 are: 
president, Dr. William Bruce Schaefer, Toccoa; presi- 
dent-elect, Dr. Lee Howard Sr., Savannah; immediate 
past-president, Dr. Hal M. Davison, Atlanta; first vice- 
president, Dr. Thomas A. Peterson, Savannah; second 
vice-president, Dr. Hugh J. Bickerstaff, Columbus; and 
secretary-treasurer, Dr. Christopher J. McLoughlin, 
Atlanta. 


MASSACHUSETTS 

Personal.—Dr. Frank Bell Magill, pediatrician at the 
Children’s Medical Center in Boston, and Mrs. Magill, 
who is a social worker and teacher, have been ap- 
pointed to the McCord Hospital, Durban, South 
Africa, by the American Board for Foreign Missions 
of the Congregational Christian Churches. Founded 
a half a century ago, the McCord Hospital was the 
first medical center for Africans in Natal. 


Dr. Castle Named to Minot Professorship.—The ap- 
pointment of Dr. William B. Castle, director, Thorn- 
dike Memorial Laboratory and the second and fourth 
medical services, Boston City Hospital, as George 
Richards Minot Professor of Medicine was announced 
recently by Mr. Richard J. Condon, president, board 
of trustees, Boston City Hospital, and Dr. George P. 
Berry, dean of the faculty of medicine at Harvard 
University. Dr. Castle has been professor of medicine 
at Harvard since 1937 and a member of the faculty of 
medicine since 1923. The George Richards Minot 
Professorship honors Dr. Minot, co-discoverer of the 
use of liver and liver extracts in the treatment of per- 
nicious anemia and one of three (with Dr. William P. 
Murphy, of Harvard, and Dr. George H. Whipple, of 
Rochester) to share in the 1934 Nobel award in physi- 
ology and medicine. He served as professor of medi- 
cine at Harvard from 1928 until his death in 1950. 


MICHIGAN 


Society News.—The officers of the Michigan Society 
of Neurology and Psychiatry and the Michigan Dis- 
trict Branch of the American Psychiatric Association 
are as follows: president, Dr. Louis Koren; president- 
elect, Dr. Benjamin Barenholtz; secretary, Dr. [van A. 
LaCore; and treasurer, Dr. Adolph T. Rehn. 


MISSOURI 

Personal.—Dr. Matthew W. Weis was elected presi- 
dent of the Alumni Association of the St. Louis Uni- 
versity School of Medicine at a dinner meeting re- 
cently. 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


Establish AOA Chapter.—The University of Missouri 
School of Medicine recently conducted special installa- 
tion proceedings for formation of Gamma Chapter, 
Alpha Omega Alpha. Those taking part in the installa- 
tion were Dr. Walter L. Bierring, president, Alpha 
Omega Alpha Honor Medical Society, from Des 
Moines; Dr. Josiah J. Moore, secretary-treasurer, Chi- 
cago; and Dr. William B. Bean, chairman, department 
of internal medicine, State University of Iowa, Iowa 
City, who was the guest speaker, talking on “The 
Patient Through the Ages.” Charter members included 
Dr. Roscoe L. Pullen, dean, School of Medicine; Dr. 
Joseph E. Flynn, chairman, department of pathology; 
Dr. Gwilym S. Lodwick, chairman, department of 
radiology; Dr. Jacob S. Roden, chairman, department 
of obstetrics and gynecology; and Dr. Hugh E. Ste- 
phenson Jr., chairman, department of surgery; and Dr. 
Robert L. Jackson, chairman, department of pediatrics. 


NEVADA 

Reno Surgical Conference.—The eighth annual con- 
ference’ of the Reno Surgical Society will be held 
Aug. 22-24 in Reno. Each of the following guest 
speakers will present two papers: Drs. John B. Dillon, 
Los Angeles; Francis Murphey, Memphis, Tenn.; John 
W. Cline, San Francisco; Fred J. Hodges, Ann Arbor; 
Carleton Mathewson Jr., San Francisco; K. Alvin 
Merendino, Seattle; Emil G. Holmstrom, Salt Lake 
City; and Otto E. Aufranc, Boston. A program of social 
activities includes a banquet Aug. 23. A luncheon 
roundtable discussion is planned for the same day. 
For information write Dr. Harry B. Gilbert, Secretary, 
Reno Surgical Society, 275 Hill Street, Reno, Nev. 


NEW JERSEY 

Dr. Schaeffer Wins Martland Award.—The Essex 
County Pathological and Anatomical Society recently 
announced that Dr. Herbert J. Schaeffer won the 
annual Harrison Stanford Martland award for 1956. 
Dr. Schaeffer, a resident in pathology at the Overlook 
Hospital, Sununit, presented his paper “Adenomatoid 
Tumors of the Epididymis” at the annual meeting of 
the society. The award, comprising a gift of $250 and 
an engrossed scroll, is presented each year by the 
society as a memorial to Dr. Harrison S. Martland. 


NEW YORK 
John Polachek Foundation Grants.—The John Pola- 
chek Foundation for Medical Research, New York, a 
nonprofit, nonsectarian organization, recently made 
four medical research grants totaling $29,700. The 
foundation, established by the late John Polachek, 
annually makes grants to physicians and holders of 
doctors’ degrees in the basic sciences to enable them 
to engage in research in the fields of the cardiovascu- 
lar, arthritic, and allied diseases in New York City 
area schools and hospitals. 


\ 
| 

I 

( 

p 

Pp 

Ci 

th 

al 

m 

N 

D 

m 

al 

Y 

| A 

ay 

al 

m 

th 

H 

r 

Cis 

Nt 

Hi 

fo 

no 

He 

to 

at 

of 

lin 

cel 

C01 

Ru 

tie: 

lab 

Int 

pro 

for 

( 

tor 

con 

Thi 

unc 

whi 

rel; 


Vol. 164, No. 10 


Recipients of this year’s awards, which will be for 
periods of from one to three years are: Angelo Taranta, 
New York University College of Medicine, who plans 
to do research on chorea minor and the rheumatoid 
factor for the next two years at Irvington House, 
Irvington-on-Hudson, N. Y.; Dr. David S. Baldwin, 
Rochester, who plans to continue research in the renal 
genesis of hypertension in man at N. Y. University’s 
College of Medicine; Dr. Edward Harold Bergofsky 
plans to do research on the physiology of diseases of 
alveolar hypoventilation at the Department of Medi- 
cine, Columbia University, Presbyterian Hospital for 
one year; and Siegfried S. Meyers, New York City, 
plans to continue his research under the grant on the 
factors influencing the electrical resistance of the 
canine and mammalian heart and the influence of 
these factors on the design and use of the defibrillator 
at the Albert Einstein College of Medicine’s Depart- 
ment of Surgery. 


New York City 


Dr. Brandaleone Honored.—Dr. Harold Brandaleone, 
medical director of the Third Avenue Transit System 
and assistant clinical professor of medicine at New 
York University, is a recipient of the University’s 
Alumni Meritorious Service Medallion. The annual 
award, a bronze medal, was presented to Dr. Brand- 
aleone and four other alumni at the University Com- 
mencement June 6. Dr. Brandaleone is president of 
the New York State Society of Industrial Medicine. 
He is also treasurer of the Alumni Federation and 
president of the College of Medicine Alumni Asso- 
ciation. 


NORTH CAROLINA 


Hematology Laboratory at Duke.—Expanded facilities 
for diagnostic tests and research in blood diseases are 
now available in a new hematology laboratory at Duke 
Hospital, Durham. Housed in a second-floor addition 
to the hospital, the laboratory was built and equipped 
at a cost of about $72,000; half of this amount consists 
of Hill-Burton funds administered by the North Caro- 
lina Medical Care Commission, while the other half 
was provided by private donors. The laboratory was 
in operation when the Southeastern Cooperative Can- 
cer Chemotherapy Study Group met there for a 
conference on blood diseases recently. Dr. Ralph W. 
Rundles, director of the laboratory, said the new facili- 
ties are geared to handle diagnostic tests and other 
laboratory procedures for some 60 patients per week. 
Interview cubicles and three examination rooms are 
provided for outpatients who come to the laboratory 
tor blood tests. 

One research project now under way at the labora- 
tory is concerned with nutritional anemias and various 
compounds that affect the rate of blood formation. 
This project and several others are being conducted 
under the auspices of the American Cancer Society, 
which annually contributes about $36,000 for cancer- 
related research at Duke. 
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OHIO 

Personal.—Dr. George E. Brown has given up private 
practice (internal medicine) in Twin Falls, Idaho, to 
become director of physical education at the Christ 
Hospital, Cincinnati. 


State Medical Election.—The following officers were 
elected at the recent annual meeting of the Ohio State 
Medical Association: Dr. Robert S. Martin, Zanesville, 
president, succeeding Dr. Richard L. Meiling, Co- 
lumbus; Dr. George A. Woodhouse, Pleasant Hill, 
president-elect; and Dr. Geo. J. Hamwi, Columbus, 
treasurer. Next year’s meeting of the association will 
be held in Cincinnati, April 15-17. 


Dr. Craig Honored.—Tribute was paid Dr. C. A. Craig 
at a recent luncheon-meeting of the Guernsey County 
Medical Society in recognition of 50 years of service 
as a practicing physician. A pin and certificate were 
presented him by Dr. William D. Monger, Lancaster, 
counselor for the Eighth Medical District of Ohio. Dr. 
Craig began practicing at Calais, Monroe County, in 
July, 1906, but a few months later moved to Ava where 
he remained until 1911. He moved to Senecaville in 
1911, remaining until 1919 when he came to Cam- 
bridge, where he is still practicing. 


PENNSYLVANIA 

Myasthenia Gravis Treatment Center.—Patients in 
Western Pennsylvania suffering from myasthenia 
gravis are now able to attend a new treatment center 
at Mercy Hospital, Pittsburgh. The center operates 
under the auspices of Mercy Hospital, the University 
of Pittsburgh Medical School, and the Myasthenia 
Gravis Foundation. Dr. Francis F. Foldes, director of 
the center, is chairman of the Medical Advisory Com- 
mittee of the Western Pennsylvania Chapter, Myas- 
thenia Gravis Foundation, Inc. The clinic helps physi- 
cians treat and diagnose cases, test new drugs, and 
study causes of the disease. 


Philadelphia 

Dr. Reimann Honored.—Dr. Stanley P. Reimann was 
awarded the Strittmatter gold medal by the Philadel- 
phia County Medical Society recently “in recognition 
of his pioneering effort in the field of oncologic peda- 
gogy and the conduct of twenty-one important cancer 
fora in twenty-one years.” Dr. Reimann is director of 
the Institute for Cancer Research and the Landenau 
Hospital Research Institute, past-president of the 
American Society of Clinical Pathologists and the 
American Association for Cancer Research. 


VIRGINIA 
Society News.—At the annual meeting of the Virginia 
Pediatric Society held recently, Dr. Armistead P. 
Booker, Charlottesville, was elected president; Dr. 
Harry D. Cox, Portsmouth, vice-president; and Dr. 
Robert H. Cox Jr., Lynchburg, secretary-treasurer. 
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WASHINGTON 


Janeway Medal to Dr. Cantril.—The Janeway medal 
of the American Radium Society was recently pre- 
sented to Dr. Simeon T. Cantril, Seattle, at the 39th 
annual meeting of the society. The medal is named in 
honor of the late Dr. Henry Harrington Janeway, New 
York radiation therapist. Each year the medal is pre- 
sented to a physician or scientist who has made im- 
portant contributions to radiation treatment in the 
field of medicine. Dr. Cantril also gave the Janeway 
Lecture, “Contributions of Biology to Radiation Ther- 


apy. 


WEST VIRGINIA 


Establish Cancer Registry.—The West Virginia State 
Department of Health, with the joint sponsorship of 
the State Cancer Society, has established a central 
cancer registry. In cooperation with 11 hospitals of the 
state, the registry will systematically follow up all 
cancer patients and keep them under continuing 
medical supervision. 


WISCONSIN 

Establish Medical Genetics Department.—The Univer- 
sity of Wisconsin Medical School, Madison, has estab- 
lished a new department of medical genetics. The 
department will remain closely affiliated with the 
existing department of genetics in the College of Agri- 
culture. It will be concerned with fundamental aspects 
of genetic biology which relate to medicine and consist 
of a training and research program using microorgan- 
isms, laboratory animals, and man. Initial members of 
the department will be professor Joshua Lederberg, 
Ph.D., and assistant professor Newton E. Morton. The 
program is receiving initial financial support from the 
Rockefeller Foundation. 

In connection with the establishment of this pro- 
gram, the medical school will hold a symposium on 
medical genetics to be held the week of April 7, 1958, 
sponsored by the National Institutes of Health. 


WYOMING 


Hospitals Built with Hill-Burton Aid.—The Hospital 
Survey and Construction Act (Hill-Burton) passed by 
Congress in 1946 made it possible for local commu- 
nities to secure financial assistance in constructing 
general, tuberculosis, chronic disease, and mental hos- 
pitals, and public health centers. The Medical Facili- 
ties Survey and Construction Act passed by Congress 
in 1954 provided federal funds to assist in constructing 
specifically chronic disease hospitals, diagnostic and 
treatment centers, nursing and convalescent homes, 
and rehabilitation centers. The State of Wyoming in 
1947 established a Hospital Survey and Construction 
Act which made it possible to take advantage of the 
Hill—Burton program. To date, all such facilities built 
with Hill-Burton aid in Wyoming have been general 
hospitals. The need for the other kinds of facilities 
included in the federal acts noted above has been sur- 
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veyed in the state and the results published in the 
latest revision of the State Plan for Reconstruction. 
The agency responsible for distributing the funds for 
these programs is the State Department of Public 
Health, which in a recent brochure reviews what has 
been accomplished. Twelve hospitals have been as- 
sisted with federal grants. These hospitals provide a 
total of 404 new hospital beds and give service to 
about 35% of the state’s population and 37% of the 
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WYOMING MAP INDICATING FUBLIC HEALTH CENTERS BY REGIONS 


Wyoming map indicating public health centers by regions. 


state’s area. Federal aid, through fiscal year 1956, 
amounted to $1,737,506 for Wyoming projects under 
this program. To match that figure, Wyoming citizens 
and local governments sponsoring these facilities pro- 
vided $5,211,291.63 of local funds. The average cost 
per bed has been $12,899.24. In determining the need, 
the state was divided into six regions comprising 21 
rural areas and two intermediate areas. Each year a 
priority list is established in which each of the 23 areas 
is included on the basis of relative need. 


Platte Memorial Hospital at Wheatland, (36 beds). 


Under this program, general hospital projects have 
been completed to date at Riverton, Newcastle, Gil- 
lette, Buffalo, Wheatland, Evanston, Torrington. 
Lovell, Greybull—Basin, Douglas, Powell, and Sheri- 
dan. 
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While the State Department of Health anticipated 
a severe shortage of personnel in staffing the new 
facilities, all of the hospitals surveyed have indicated 
they were able to maintain a satisfactory staff. There 
was some difficulty in securing sufficient numbers of 
registered nurses, but many married nurses in com- 
munities where the hospitals were built came out of 
retirement and returned to full-time employment in 
their profession, thus relieving considerably the short- 


Campbell County Memorial Hospital at Gillette (32 beds). 


age of registered nurses. The brochure states also that 
a considerable number of new physicians have been 
attracted to the areas where hospital facilities were 
constructed. 

With the 404 new general hospital beds under the 
Hill-Burton program and with those which were built 
without federal aid, Wyoming has 1269 acceptable 
general hospital beds and 227 nonacceptable beds, 
leaving less than 18% of the total need for such beds 
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unmet. That deficit, it is said, undoubtedly will be 
solved by additional construction, provided Congress 
extends the program to 1960. 

There is in Wyoming a great need for medical fa- 
cilities in other categories, the greatest need being 
for convalescent and nursing homes to accommodate 
the aged and infirm who do not require hospitaliza- 
tion, but do require more extensive care than can be 
furnished in the average home. Wyoming needs 905 


Johnson County Memorial Hospital at Buffalo, (24 beds ). 


beds in the nursing home category, but at present 
there are only 78 such beds which could be consid- 
ered “even by the very minimum of standards” accept- 
able. The State Department of Health had not re- 
ceived, at the time the brochure was published, any 
formal applications for the construction of convales- 
cent and nursing homes. 


ALASKA 


Fairbanks Health Center.—In a recent ceremony the 
new Fairbanks Health Center was officially opened 
with an orthopedic clinic; an ear, nose, and throat 
clinic; and school health and other services incorpo- 
rated into its function. The $186,000 building, con- 
structed to meet permafrost and northern winter 
conditions, has a floor space of about 4,780 feet. The 
interior is designed so that clinic and conference areas 
are not only functional but flexible. The center is 
under the direction of Dr. Joseph M. Ribar, as part- 
time health officer, and the Alaska Department of 


Converse County Memorial Hospital, Douglas, (30 beds). 
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Health. Aims of its generalized health program are 
prevention and control of disease and the promoting 
and maintaining of optimum health. The center was 
financed by city, territorial, and federal Hill-Burton 
funds. 


GENERAL 


Caleb Fiske Essay Contest.—The trustees of the Caleb 
Fiske Prize of the Rhode Island Medical Society an- 
nounce as the subject for this year’s dissertation 
“Hormonal Relationships in Breast and Prostatic 
Cancer—Their Practical Application.” The disserta- 
tion must be typewritten, double spaced, and should 
not exceed 10,000 words. A cash prize of $350 is 
offered. Essays must be submitted by Dec. 31. For 
information write to the Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 106 Francis Street, 
Providence 3, R. I. 


Discontinue Shipping of Korean Medical Books.—The 
American-Korean Foundation and the United States 
Army Medical Service have announced the discontin- 
uation of their joint project of shipping medical books 
contributed by individual physicians, medical schools, 
hospital and state and local medical societies to Korea. 
Books should not be sent to the Sharpe General Depot 
in California as in the past for facilities no longer 
exist for packing and transshipping to Korea. Over 77 
tons of books, valued at $76,000, have been shipped to 
Korea for distribution to Korean medical schools. 


Jane Coffin Childs Memorial Fund Grants.—The Jane 
Coffin Childs Memorial Fund for Medical Research 
has announced appropriations made by its board of 
managers in a total sum of $380,042.09 for support of 
cancer research projects and fellowships. Of the 26 
grants, the two largest were awarded to Dr. Harry 
S. N. Greene, professor of pathology, Yale University 
School of Medicine, $77,400 for a three-year period 
(1957-60) in support of a biological study of cancer, 
and Dr. Leon L. Miller, associate professor of radia- 
tion biology and biochemistry, University of Rochester 
School of Medicine and Dentistry, $75,900 for a three 
year period (1957-60) for support of physiological 
chemical studies of amino acid and protein metabolism 
as related to neoplastic growth. 


Seminar Cruise to Havana and Nassau.—A postgradu- 
ate seminar cruise, sponsored by the University of 
Maryland School of Medicine, Baltimore, will be held 
aboard the Swedish Liner, M. S. Stockholm, sailing to 
Havana and Nassau from Wilmington, N. C., Nov. 30, 
returning Dec. 6. The faculty includes Drs. R. Adams 
Cowley, associate professor of thoracic surgery; Mar- 
tin Helrich, professor of anesthesiology; Raymond C. 
V. Robinson, assistant professor of dermatology; 
Leonard Scherlis, associate professor of medicine; and 
Melchijah Spragins, associate in pediatrics. The semi- 
nar constitutes 15 hours of acceptable category I post- 
graduate requirements. A program of entertainment 
is also planned. For information write the University 
of Maryland School of Medicine, Committee on Post- 
graduate Courses, Baltimore 1, Md. 
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New Cardiovascular Disease Abstract Periodical.— 
The first issue of an abstract periodical, Cardiovascular 
Diseases, has been announced by the U. S. Public 
Health Service and the Excerpta Medica Foundation. 
The new journal, which will be published by the 
foundation, will “provide a means through which 
scientists interested in heart research can keep abreast 
of the literature.” A grant of $28,750 for the first year 
was made to the foundation by the National Heart 
Institute of the Public Health Service on recommenda- 
tion of the National Advisory Council. Similar grants 
are contemplated for each of four additional years. 
Cardiologists and scientists serve on the advisory 
board of the publication and recommend type of 
coverage and the journals to be abstracted. The board, 
appointed by the Excerpta Medica Foundation, will 
have about 40 members, 9 from the United States. 


Committee for the Aging Expands.—The National 
Committee for the Aging of the National Social Wel- 
fare Assembly has received a half-million-dollar grant 
from the Ford Foundation for the general support of 
its activities. The fund will be used over a period of 
several years chiefly to establish and maintain an in- 
formation and consultation service to organizations 
and community groups providing services to older 
persons. A central library of books and pamphlets on 
aging will be established, with provision for loan 
folders for groups and exhibits for conferences. A 
national roster of speakers and consultants will be 
assembled. The National Committee is made up of 
some 200 persons broadly representing interests con- 
cerned with meeting the needs of the aged. For infor- 
mation write Geneva Mathiason, Secretary of the 
Committee, 346 E. 45th St., New York City. 


World Health Assembly Budget.—The World Health 
Assembly adopted the 1958 budget amounting to 
$13,500,000, as recommended earlier by the Program 
and Budget Committee. This was the figure previously 
suggested by the WHO Executive Board, and repre- 
sents a reduction of $500,000 below the amount re- 
quested by the director-general, Dr. Marcolino G. 
Candau. The assembly rejected a Belgian amendment 
setting the budget at $12,750,000 presented as a com- 
promise between the WHO Executive Board recom- 
mendation of $13,500,000 and a United States proposal, 
previously rejected by the Program and Budget Com- 
mittee, of $12,000,000. The assembly’s Program and 
Budget Committee adopted a recommendation that 
the World Health Organization undertake an impor- 
tant research program in the field of the epidemiology 
of cancer, in the hope that a comparative study of the 
variations between cancer types in different countries 
would yield a clue to the origin of the disease. 


Perinatal Mortality.—According to a recent study by 
the Metropolitan Life Insurance Company, in recent 
years perinatal deaths have averaged more than 
135,000 a year in the United States. About half of these 
are stillbirths, and the remaining half are babies dying 
within one week of birth. Some progress has been 
made in reducing the perinatal mortality rate—it fell 
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about one-third between 1940 and 1954—but the im- 
provement has lagged far behind that for childbirth 
mortality among mothers, which decreased 86% in the 
same period. 

The major factors contributing to the death toll in 
the perinatal period, the study shows, are lack of 
early and adequate prenatal care; twin and other 
plural births; puerperal toxemia; chronic and infectious 
diseases in the mother; and the use of inadequately 
trained midwives, a practice*which is still fairly com- 
mon in some sections of the country. Cesarean births, 
while quite safe for the mother, it was said, are still 
attended with high risk to the infant. 


Society News.—At the annual meeting of the American 
Academy of Tuberculosis Physicians the following 
officers were elected: president, Dr. Louis M. Barber, 
Murphys, Calif.; first vice-president, Dr. Marcio M. 
Bueno, New Bedford, Mass.; second vice-president, 
Dr. Zoltan Galambos, Chicago; auditor-editor, Dr. 
Harry J. Corper, Denver; officer of sessions, Dr. Mer- 
vin H. Black, Joplin, Mo.; historian, Dr. Felix Baum, 
South Orange, N. J.; and secretary, Dr. Oscar S. Levin, 
Denver.--—At the recent annual meeting of the Ameri- 
can Psychosomatic Society, the following persons took 
office: Dr. Theodore Lidz, president; Dr. Milton 
Rosenbaum, president-elect; and Dr. Morton F. Reiser, 
secretary-treasurer. The 15th annual meeting of the 
society will be held March 29-30, 1958, in Atlantic 
City——The officers of the American Proctologic So- 
ciety for the year 1957-58 are as follows: president, 
Dr. Julius E. Linn, Birmingham, Ala.; president-elect, 
Dr. Karl Zimmerman, Pittsburgh, Pa.; vice-president, 
Dr. Lawrence E. Brown, Berkeley, Calif.; secretary, 
Dr. Norman D. Nigro, Detroit; and treasurer, Dr. 
Hyrum R. Reichman, Salt Lake City, Utah.——The 
officers of the American Physiological Society for the 
vear 1957-58 are as follows: president, Dr. Louis N. 
Katz, Chicago; president-elect, Dr. Hallowell Davis, 
and executive secretary-treasurer, Ray G. Daggs, 
Ph.D., Washington, D. C. 


Faculty-Level Cancer Grants.—According to its 1956 
annual report, the American Cancer Society is now 
embarking on a unique type of grant for support of 
personnel for research. Known as Grants for Addi- 
tional Faculty-Level Positions, these are of a sufficient 
sum of money to provide the salary of investigators 
from the time they are fully trained until the time they 
retire. These grants are operated with a system of 
safeguards to assure that: 


(a) An additional position in the institution is created. The 
funds are not to be used to support an existing depart- 
mental staff member but for establishing a new position 
guarantee that one more mind will be drawn into research 
on cancer. 

(b) The incumbent is an outstanding member of the academic 
community. 

(c) The university will provide the incumbent with a satisfac- 
tory environment in terms of quarters, equipment, and 
assistance. 

(d) If the arrangement terminates through resignation or death 
of the incumbent, or for any other reason, the unexpend- 
ed funds revert to the society, unless the society and the 
institution appoint a satisfactory replacement. 
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To facilitate the launching of these grants, the 
society in 1956 added $300,000 from its general funds 
to $500,000 previously received from the Charles 
Hayden Foundation. 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


dune &, 1957 


- June 9, 
Paralytic Total 1956 
Area Type Cases Total 
New Bngland States ................. 0 0 6 
1 
8 
Middle Atlantic States ............... 0 1 8 
East North Central States ........... 0 1 17 
West North Central States .......... 1 3 7 
4 
2 
South Atlantic States ................ 6 18 23 
District of Columbia ............... 
1 2 2 
3 3 3 
2 
East South Central States ........... 2 6 1 
2 
2 3 
West South Central States .......... 13 29 »” 
1 5 8 
1 4 3 
1 
1 8 
1 
1 
4 
1 2 
2 15 44 
Territories and Possessions .......... 1 1 2 
1 
26 75 179 


Science Faculty Fellowships.—The National Science 
Foundation will accept applications for a second group 
of Science Faculty fellowship awards to be made in 
this calendar year. Closing date for receipt of appli- 
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cations is Sept. 3. The primary purpose of these awards 
is to provide an opportunity for college and university 
science teachers to enhance their effectiveness as 
teachers. Fellowships are offered for study in the 
mathematical, physical, medical, biological, engineer- 
ing, and other sciences, including anthropology, psy- 
chology, geography, and certain interdisciplinary 
fields. About 60 fellowship awards will be made Oct. 
18. The fellowships are open to application to any 
citizen of the United States who holds a baccalaureate 
degree or its equivalent, has demonstrated ability and 
special aptitude for science teaching and advanced 
training, has taught at the collegiate level as a full- 
time faculty member for not less than three years, and 
intends to continue teaching. Stipends will be individ- 
ually computed to match as closely as possible the 
regular salary of recipients. The foundation’s award 
will be adjusted so that the combined support from 
the foundation and other sources will not exceed 
$10,000 per annum. Additional allowances will nor- 
mally be made to defray costs of travel. Full tuition 
will be paid for by the foundation. Fellows may study 
at any accredited nonprofit institution of higher educa- 
tion in the United States or similar institution abroad 
approved by the foundation. Tenures of 3 to 15 months 
are available. Selection will be based on letters of 
recommendation, academic records, and other appro- 
priate evidences of professional activity and compe- 
tence. Information may be obtained from the Division 
of Scientific Personnel and Education, National Sci- 
ence Foundation, Washington 25, D. C. 


FOREIGN 

Scientific Film Congress.—The 11th International Sci- 
entific Film Association Congress will be held Sept. 
21-27 in Amsterdam, the Netherlands, at the Royal 
Institute for the Tropics. Specialist standing commit- 
tees (research, medical, industrial, veterinary sciences, 
diffusion of science) will consider films in their partic- 
ular fields. The medical committee is expected to 
arrange special meetings on tropical medicine, endo- 
scopic cinema, and cineradiography. Other subjects 
to be considered include application of infra-red film- 
ing, influence of light on living microscopic structures, 
phase contrast, cinematographic tele-registration, time 
lapse, and slow motion. An exhibition in which scien- 
tific workers will show photographs of their work 
and new equipment is also planned. For information 
write the Secretariat, XIth International Scientific 
Film Association Congress, Utrecht (Holland), 59, 
Catharijnesingel 59, ingang Sterrenbos. 


International Conference on Radioisotopes.—An inter- 
national conference, Radio-isotopes in Scientific Re- 
search, sponsored by the United Nations Educational 
Scientific and Cultural Organization, will be held in 
Paris Sept. 9-20. The conference will be primarily 
devoted to the discussion of new ideas or methods for 
the utilization of radioisotopes in scientific research. 
Recent progress in measuring techniques calculated 
to facilitate use of radioisotopes will be considered. 
Papers relating to measuring methods and to produc- 
tion of radioisotopes will be read in plenary session. 
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Other papers will be grouped into two main sections, 
one concerning the physical sciences and the other the 
biological sciences. The working languages of the 
conference will be English and French. Marginal 
activities, including evening lectures on certain scien- 
tific subjects of interest to participants, are planned. 
For information write United Nations Educational, 
Scientific and Cultural Organization, Conference on 
Radio-isotopes, 19 Avenue Kléber, Paris 16e, France. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


CaLiFoRNIA: Written Examination, Los Angeles, Aug. 19-22; 
Sacramento, Oct. 21-24, Oral Examination. Los Angeles, Au- 
gust 17; San Francisco, Nov. 16. Oral and Clinical for For- 
eign Graduates. Los Angeles, Aug. 18; San Francisco, Nov. 
17. Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 

Connecticut:* Regular. Examination. Hartford, July 9-11. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 

Detaware: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph S. McDaniel, 225 S, State St., Dover. 

IpaHo: Examination and Reciprocity. Boise, July 8-10, Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Maine: Examination and Reciprocity. August, July 9-11. Sec., 
Dr. Adam P. Leighton, 192 State St., Portland. 

MassacuuseEtts: Examination and Endorsement. Boston, July 
9-12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 

Montana: Examination and Reciprocity. Helena, Oct. 1-2. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

New Hampsuire: Examination and Reciprocity. Concord, Sept. 
11-13. Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New York: Examination. Albany, Buffalo, New York, Rochester 
and Syracuse, July 9-12. Sec., Dr. Stiles D. Ezel!, 23 South 
Pearl St., Albany 7. 

Nort Carouina: Endorsement. Bowling Green, July 26. Writ- 
ten Examination. Raleigh, June 17-20. Sec., Dr. Joseph J. 
Combs, Professional Bldg., Raleigh. 

Nortu Dakota: Examination. Grand Forks, July 10-13, Reci- 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton. 

Orecon:* Examination and Reciprocity. Portland, July 10-11. 
— Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Port- 
and. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 
10-12. Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Har- 
risburg. 

Soutn Daxora:* Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. McVay, Yankton Clinic, 
Yankton. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

WasuinctTon:* Examination. Seattle, July 15-17. Sec., Depart- 
ment of Licenses, Mr. Edward C. Dohm, Olympia. 

Wisconsin:* Examination. Milwaukee, July 9-11. Sec., Dr. 
Thomas W. Tormay, Jr., 1140 State Office Bldg., Madison 2. 

Avaska:* On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Hawau: Examination. Honolulu, July 8-9. Sec., Dr. I. L. Tilden, 
1020 Kapiolana St., Honolulu. 

Puerto Rico: Examination. San Juan, September 4. Sec., Mr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Cotorapo: Examination and Reciprocity. Denver, Sept. 4-5. Sec., 
Dr. Esther B, Starks, 1459 Ogden St., Denver 18. 

OxLaHoMA: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


Honors Awarded.—On May 17, 1957, the Legion of 
Merit was awarded to the following medical officers: 
Col. David Gold, M. C., chief of the consultants group, 
office of the surgeon general, Washington, D. C.; Col. 
Kenneth E. Pletcher, M. C., commander of the hos- 
pital, Carswell Air Force Base, Texas; Col. John A. 
Schindler, M. C., commander of the hospital at Home- 
stead Air Force Base, Fla. The Commendation Ribbon 
was awarded to Col. Robert J. Benford, M. C., office 
of the Assistant Secretary of Defense (Health and 
Medical ), Washington, D. C. 


ARMY 


Promoted to Major General._The commanding gen- 
eral of Brooke Army Hospital, Fort Sam Houston, 
Texas, Stuart G. Smith, became a major general on 
May 10. In more than 30 years of service with the 
Army Medical Corps, General Smith has commanded 
hospitals in the United States and in Europe. For 
nearly 12 years, he was in positions specializing in 
medical supply. Before going to the Far East as Eighth 
Army surgeon, he was First Army surgeon. General 
Smith has received the Distinguished Service Cross, 
the Distinguished Service Medal, and the Commenda- 
tion Ribbon with Medal Pendant. 


U. S. Naval Hospital, San Diego, Calif. 


NAVY 


New Surgical Building at San Diego Hospital.—The 
new $7,555,000 surgical building at the 2,225-bed 
U. S. Naval Hospital, San Diego, Calif., one of the 
largest military hospitals in the world, was dedicated 
on May 15, 1957. Guest speakers at the dedication 
were Rep. Bob Wilson of San Diego and Rear Adm. 
Bartholomew W. Hogan, surgeon general of the Navy. 
Other speakers were Rear Adm. Charles C. Hartman, 
commandant, Eleventh Naval District, and Capt. 
Allan S. Chrisman, commanding officer of the hospital 
at San Diego. The new 1,000-bed surgical building is 
a nine-story structure of which three floors are below 
street level and the lowest or third basement is com- 
pletely underground. The underground basement 
houses the $50,000 cobalt machine for cancer treat- 
ment. This cobalt machine is installed in a room 60 
ft. below the surface. Because of the intense radio- 
activity of cobalt, operators sit behind lead-lined walls. 
Some of the 12 operating rooms will have television 
cameras mounted in large surgical mirrors over oper- 
ating tables so that the operations can be televised to 
a gallery accommodating more than 100 medical per- 
sonnel. Music is piped to all beds in the hospital and 
patients can select favorite programs. The speakers 
are located under the pillows so that sound will not 
disturb neighboring patients. Oxygen is piped to all 
rooms and wards from a central oxygen supply room, 
and there are special electric outlets to prevent ex- 
plosions from oxygen. The stainless-steel galley pro- 
vides a system for heating every meal individually, 
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and there are 47 meal carts which can be refrigerated 
or heated to take food from the galley to rooms and 
wards. 


Summer Training of Students Commissioned as En- 
sign.—During June, about 307 undergraduate medical 
students, commissioned in the Naval Reserve, reported 
for duty for training in research clerkship, clinical 
clerkship, and NROTC cruises for periods not to ex- 
ceed 45 days, with full pay and allowances of their 
rank. 

Research clerkship training will be conducted at 12 
medical research activities throughout the United 
States, where instruction will provide trainees with in- 
doctrination into medical research and with a detailed 
review of the research program being conducted at 
the activity. Medical students will serve as assistants 
in laboratory research on a specific project under way 
at the time. This training is available to ensign (medi- 
cal) officers who have completed at least one year of 
medical school. Ensign officers who have completed 
their second medical school year will participate in 
clinical clerkship training at 14 naval teaching hos- 
pitals. This training affords prospective medical officers 
an excellent insight into the merits of a career in 
naval medicine. A summer training cruise for 50 medi- 
cal students who have completed their third year of 
medical school has been authorized. These future 
medical officers af the Navy and Naval Reserve will 
receive indoctrination in the practice of naval medi- 
cine aboard ship and they may look forward to liberty 
in foreign ports scheduled for visit by the participating 
ships of the fleet. 


Medical Officers in Naval Internships.—-One hundred 
fifty-three graduate medical students holding commis- 
sions as ensign, U. S. Naval Reserve, commenced train- 
ing in the naval internship program beginning June 28. 
Of this number, 114 were enrolled in the Navy’s sen- 
ior medical student program. Naval internships, of 
which 200 are authorized each year, are conducted at 
17 naval teaching hospitals in the continental United 
States. 


VETERANS ADMINISTRATION 


Veterans Hospital Wins Safety Contest.—The VA Hos- 
pital, Brockton, Mass., is the grand award winner in the 
1956 Hospital Safety Contest, jointly sponsored by the 
American Hospital Association and the National Safety 
Council. Designed to encourage the observance of 
safety practices among hospital employees, the contest 
was judged on the basis of the lowest number of in- 
juries among employees of individual hospitals in rela- 
tion to the number of man-hours worked during the 
year-long contest. Brockton Veterans Hospital, with 
1,075 employees, operated almost 2,250,000 man-hours 
during the contest year without having a disabling 
injury. 

Personal.—Dr. Roland W. Hipsley, manager of the VA 
Hospital at Lebanon, Pa., will be transferred as man- 
ager of the VA Hospital at New Orleans, filling a va- 
cancy existing since the death of Dr. Anees Mogabgab 
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on April 18, 1957. Dr. Lester J. Kantor, director of pro- 
fessional services at the VA Hospital in Albuquerque, 
N. Mex., “will take over Lebanon,” the VA, Washing. 
ton, D. C., office reports. 


PUBLIC HEALTH SERVICE 


Influenza Control.—Dr. Leroy E. Burney, surgeon 
general of the Public Health Service, called a meeting 
in June of an advisory committee of physicians and 
health officers to consider precautionary steps to be 
taken in the United States against the current influenza 
epidemic in the Far East. Epidemics in the Far East 
have been caused by a new strain of influenza virus 
that apparently is not controlled by current influenza 
vaccine. Much of the influenza caused by the new 
virus has been relatively mild, marked by a three-to- 
four-day period of fever and other typical influenzal 
symptoms. No proved cases of this influenza have 
been reported in the United States, as the disease is 
most prevalent in the fall and winter. 

The Public Health Service has provided samples 
of the new influenza virus to manufacturers of vaccine 
in the United States. Consultations with manufac- 
turers will be continued during the coming weeks on 
the possibilities of producing vaccine for general dis- 
tribution if this should be indicated. Influenza vaccine 
has been used successfully in the past, although it is 
sometimes ineffective against certain strains. 

Quarantine inspectors are advising travelers from 
the Orient and the Philippines to see a private physi- 
cian if they develop a respiratory illness within 10 days 
after their arrival here. The names and addresses of 
passengers who have a respiratory illness when they 
arrive in the United States will be forwarded to the 
health officers of the communities to which they are 
going. 

The service has developed antigens for diagnosing 
infection caused by the new strain of influenza. The 
antigens will soon be sent to collaborating laboratories 
throughout the Western Hemisphere to help them 
determine whether cases of respiratory illness are 
caused by the new strain. Until enough antigens are 
available to supply these laboratories, the Communi- 
cable Disease Center of the Public Health Service 
will make the identifying tests. All state health officers 
have been informed about the testing system. State 
and local health officials are being asked to encourage 
private physicians to report suspected cases so that 
there will be information on any cases of this type of 
influenza that might develop in the United States. 
In most communities the health department has a tie-in 
with a state-federal-international reporting system s0 
that individual cases are quickly spotted. Prompt 
treatment with antibiotics can prevent the bacterial 
complications that have caused most of the deaths 
in past influenzal outbreaks. 

The epidemic intelligence officers of the Public 
Health Service, who are specialists in tracking down 
communicable diseases, have been alerted to assist pr- 
vate physicians and health officers in investigating any 
early signs of a new influenzal type. State health off 
cers are being given up-to-date information on the 
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Asian epidemic and the Public Health Service is asking 
their assistance in rapid detection of cases in influenza 
that may appear. The Public Health Service is also 
working closely with the military services which made 
the first cultures of the new virus strain. Close liaison is 
being maintained with health authorities in South 
America and Australia. These countries will be going 
into their winter season soon and therefore might ex- 
pect a high incidence of influenza within a few weeks 
if it is spreading out of the Far East. The World Health 
Organization Influenza Information Center and the 
World Health Organization International Influenza 
Center for the Americas are operated by the Public 
Health Service. These centers receive reports on out- 
breaks and samples of the virus from all parts of the 
world. 

Members of the surgeon general's advisory com- 
mittee to advise on the influenza situation include Dr. 
T. F. Sellers, director, Georgia Department of Public 
Health, Association of State and Territorial Health 
Officers; Dr. Mack I. Shanholtz, state health com- 
missioner, Virginia State Department of Health, Asso- 
ciation of State and Territorial Health Officers; Lieut. 
Col. Herschel E. Griffin, division of preventive medi- 
cine, office of the surgeon general, Department of the 
Army, Department of Defense; Dr. Frederick M. 
Davenport, director, Commission on Influenza, Armed 
Forces Epidemiology Board, and professor, depart- 
ment of epidemiology, University of Michigan School 
of Public Health; Dr. Malcolm Phelps, president, 
American Academy of General Practice; Dr. Hugh 
Hussey, member, Board of Trustees, American Medical 
Association; and Dr. Robert F. Korns, assistant com- 
missioner of health, New York State Health Depart- 
ment, American Public Health Association. The Amer- 
ican Academy of Pediatrics also will be represented. 


Cancer Research.—At the annual meeting of the Amer- 
ican College of Chest Physicians in New York in May, 
Dr. John R. Heller, director, National Cancer Institute, 
U.S. Public Health Service, said that cancer is already 
vielding here and there to those who are fighting it. 
Cooperative effort has produced new and _ refined 
techniques and instruments such as supervoltage gen- 
erators, radioisotopes, the electron microscope and 
other electronic devices, inbred strains of mice, tissue 
culture, chromatography, mass spectrograph, and, 
most recently, an ultraviolet television camera-micro- 
scope, to name just a few of the means now available 
for diagnosis, treatment, or the furtherance of our 
understanding of this disease. In addition, develop- 
ment of a new concept of molecular biology has 
brought the precise techniques of biochemistry to the 
characterization of cell processes in terms of mole- 
cules and their chemical interactions. It is now pos- 
sible to suppress a solid malignant tumor by drug 
treatment, to detect early cancer of the uterine cervix 
by cytological examination, to “train” a virus to de- 
stroy human cancer growing in rats, to observe a 
possible relationship between the factors involved in 
infection and cancer, to develop a vaccine that pro- 
tects mice against leukemia, and to establish a sta- 
tistical association between cigarette smoking and 
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lung cancer. Although radiation and surgery remain 
the only established and accepted methods for con- 
trolling or curing cancer, chemotherapy is an active 
and promising area of cancer research today. Drugs 
temporarily useful in alleviating symptoms and in 
many cases prolonging the useful life of patients 
suffering from leukemia, Hodgkin's disease, and ad- 
vanced cancers of the breast and prostate gland 
include adrenal steroids and corticotropin, antime- 
tabolites, alkylating agents, radioactive isotopes, hor- 
monal alterants, and cell poisons. Most of these were 
developed within the last decade; among them are 
nitrogen mustards, methotrexate, aminopterin, 6- 
mercaptopurine, myleran, CB-1348, and azaserine. 


Cardiovascular Diseases.—The first issue of an abstract 
periodical entitled Cardiovascular Diseases was pub- 
lished in June by the Public Health Service and the 
Excerpta Medica Foundation. The new journal, which 
will be published by the foundation, will provide a 
means through which scientists interested in cardiac 
research can keep abreast of the literature, which is 
now a difficult task because of the increasing number 
of scientific publications in this field. A grant of 
$28,750 for the first year was made to the foundation 
by the National Heart Institute of the Public Health 
Service on recommendation of the National Advisory 
Heart Council. Similar grants are contemplated for 
each of four additional years. 

Leading cardiologists and scientists serve on the 
advisory board of the publication and recommend the 
type of coverage and the journals to be abstracted. 
The board, appointed by the Excerpta Medica Founda- 
tion, will have about 40 members, 9 from the United 
States. The American members of the board are R. W. 
Berliner, Bethesda, Md.; H. L. Blumgart, Boston; G. E. 
Burch, New Orleans; A. Cournand, New York; R. P. 
Grant, Bethesda, Md.; A. C. Guyton, Jackson, Miss.; 
H. H. Hecht, Salt Lake City, Utah; L. W. Kinsell, Oak- 
land, Calif.; and J. V. Warren, Durham, N. C. The re- 
mainder will be selected from Great Britain, France, 
Russia, Italy, Czechoslovakia, Central and South Amer- 
ica, South Africa, and other countries. About 1,800 
selected journals will be reviewed. 


ATOMIC ENERGY COMMISSION 
AEC Awards Fifty-five Research Contracts.—Award- 


ing of 55 unclassified life science research contracts 
in medicine, biology, biophysics, radiation instrumen- 
tation, and special training was announced by the 
U. S. Atomic Energy Commission. The contracts were 
awarded to universities and private institutions as part 
of the AEC’s continuing policy of assisting and foster- 
ing research and development in fields related to 
atomic energy, as specified in the Atomic Energy Act 
of 1954, and as amended in 1956. Nine of the awards, 
each of which covers a period of one year, are now 
projects; three are in the field of medicine, four in bi- 
ology, one in radiation instrumentation, and one in 
special training. Forty-six contract renewals for one 
year were awarded to allow for continuation of re- 
search already in progress. Twenty-six of these are 
in medical sciences, 18 in biology, and 2 in biophysics. 
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DEATHS 


Rein, Charles Robert ® New York City, associate pro- 
fessor of clinical dermatology and syphilology at the 
New York University College of Medicine and the 
New York University Post-Graduate Medical School, 
died in the University Hospital May 15, aged 52, of 
myocardial infarction. Dr. Rein was born in Toledo, 
Ohio, Sept. 18, 1904. Following his graduation from 
the University of Michigan Medical School in Ann 
Arbor in 1928, he served an internship at the Mount 
Sinai Hospital in Cleveland, where he was a resident 
pathologist in 1929-1930. He took postgraduate work 
in dermatology and syphilology at the New York Skin 
and Cancer Hospital from 1930 to 1933, after which 
he entered private practice. A specialist certified by 
the American Board of Dermatology and Syphilology, 
Dr. Rein was president of the American Venereal Dis- 
ease Association, of which he was vice-president in 
1956. He was a member of the American Dermatolog- 
ical Association, American Academy of Dermatology 
and Syphilology and served as a member of its board 
of directors, American Society of Tropical Medicine 
and Hygiene, American Society of Parasitologists, 
American Association of Pathologists and Bacteriolo- 
gists, Committee on International Activities of the 
American Social Hygiene Association, and many other 
scientific societies. He was a fellow of the American 
Public Health Association, American Society for the 
Advancement of General Anesthesia in Dentistry, the 
American Academy of Compensation Medicine, and 
was a corresponding member and honorary member 
of many foreign scientific organizations. In 1950 he 
was elected president of the Phi Delta Epsilon, of 
which he was a life member. He was a member of the 
New York State Society for Medical Research, a mem- 
ber of the medical advisory committee, State of New 
York Saratoga Springs Commission, and a member on 
the panel on venereal diseases, National Research 
Council. At various times Dr. Rein was a lecturer in 
dermatology, syphilology, and serology, associate visit- 
ing dermatologist, and attending dermatologist at the 
Hospitals of Correction; lecturer in serology, attending 
dermatologist and syphilologist, skin and cancer unit, 
and associate attending dermatologist and syphilolo- 
gist, New York Post-Graduate Medical School and 
Hospital; lecturer in serology for the New Jersey State 
Department of Health; and instructor in dermatology 
and syphilology at Columbia University College of 
Physicians and Surgeons. He served as an assistant 
visiting dermatologist, consultant serologist, and at- 
tending dermatologist at the French Hospital; asso- 
ciate visiting dermatologist and syphilologist, Bellevue 
Hospital; attending dermatologist and syphilologist, 
New York University-Bellevue Medical Center, where 
he was a member of the medical board; and consultant 
serologist, Sydenham Hospital. He was a special con- 
sultant for the U. S. Public Health Service, National 
Institute of Health, honorary consultant for the Insti- 
tute of Health and Tropical Diseases of Mexico, spe- 


@ Indicates Member of the American Medical Association. 


cial consultant for the World Health Organization 
Expert Advisory Panel on Venereal Infections and 
Treponematoses, and honorary consultant in serology 
for the clinical laboratory of the Cancer Hospital for 
Children. During World War II, Dr. Rein was a lieu- 
tenant colonel in the U. S. Army and was chief, divi- 
sion of serology, Army Medical School, Washington, 
D. C., instructor, School of Tropical Medicine, Army 
Medical Center, Washington, D. C., lecturer in serol- 
ogy, Georgetown University School of Medicine and 
Howard University College of Medicine in Washing. 
ton, D. C. He was the recipient of the Legion of Merit 
from the United States Army, Medal of Honor and 
Merit from the Republic of Haiti, and was made an 
honorary citizen of Port-au-Prince, and received the 
Carlos J. Finlay Medal. Dr. Rein was on the editorial 
board of the MD Medical Newsmagazine, and a mem- 
ber of the advisory editorial board of the Journal of 
Investigative Dermatology. 


Gaard, Rasmus R. ® Radcliffe, lowa; born Sept. 29, 
1879; University of Minnesota College of Medicine 
and Surgery, Minneapolis, 1904; past-president of the 
Hardin County Medical Society; during World War | 
a member of the Volunteer Medical Service Corps, 
and during World War II was selected as Hardin 
county chief medical examiner for the draft board; for 
this service received the Congressional Certificate of 
Merit, signed by the President of the United States, 
and the selective service medal; served on the Rad- 
cliffe public school board for 21 years, several years 
of this time as board president; died in Waverly March 
5, aged 77, of heart disease. 


Harley, Halvor Larson, Atlantic City, N. J.; born July 
18, 1882; Medico-Chirurgical College of Philadelphia. 
1908; specialist certified by the American Board of 
Ophthalmology; fellow of the American Academy of 
Ophthalmology and Otolaryngology; member of the 
Association for Research in Ophthalmology; veteran 
of World War I; for many years historian of the Atlan- 
tic County Medical Society; served as coroner of 
Atlantic County, president of the Pleasantville (Pa.) 
Board of Education, and health officer for that com- 
munity; for many years chief of the eye service of the 
Atlantic City Hospital; died March 16, aged 74, of 
myocardial infarction. 


Maines, Adfur Eddy, Medina, N. Y.; born in Sauger- 
ties, N. Y., Jan. 31, 1895; New York Homeopathic 
Medical College and Flower Hospital, New York City, 
1917; past-president of the New York State Association 
of School Physicians; past-secretary of the Buffalo 
Inter-Departmental School Health Council; a member 
of the American School Health Association and Alpha 
Sigma medical fraternity; at one time health director 
of Orleans County; directed the school health pro- 
grams in Kenmore and the town of Tonawanda from 
1942 until 1948; director of school health services of 
the Erie County Health Department; veteran of World 
War I; died March 31, aged 62. 
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Genthner, William Middendorf ® Wilmington, Del.; 
born in Brooklyn Nov. 18, 1898; Long Island College 
Hospital, Brooklyn, 1921; formerly assistant clinical 
professor of medicine at his alma mater, and assistant 
professor of hygiene and preventive medicine at 
Brooklyn Polytechnic Institute; at one time attending 
physician at the Kings County and Long Island Col- 
lege hospitals in Brooklyn; member of the Association 
of Life Insurance Medical Directors of America; 
medical director of the Continental American Insur- 
ance Company; died in the Delaware Hospital April 4, 
aged 58, of hemorrhage and shock. 


Buri, Karl Emerson ® Lancaster, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1935; 
specialist certified by the American Board of Psy- 
chiatry and Neurology; member of the American Psy- 
chiatric Association; president of the Lancaster County 
Mental Hygiene Association; veteran of World War 
Il; medical director of the Lancaster County Hos- 
pital; on the consulting staff, Columbia (Pa.) Hospital; 
chief of neuropsychiatry, Lancaster General Hospital, 
where he died March 27, aged 47, as the result of an 
automobile accident. 


Hooker, Ransom Spafard, Charleston, $. C.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1900; member of the Medical Society of 
the State of New York; an associate member of the 
American Medical Association; fellow of the Ameri- 
can College of Surgeons; decorated by the French 
government for services in France during World War 
|; for many years practiced in New York City, where 
he was on the faculty of his alma mater, and on the 
staff of the Bellevue Hospital; died on a train en route 
to New York City April 11, aged 83. 


Ferguson, Franklin Archie ® Portland, Maine; Boston 
University School of Medicine, 1902; served as chair- 
man of the Maine Board of Registration of Medicine; 
past-president of the alumni association of his alma 
mater, where he was at one time a trustee; a president 
emeritus of the board of trustees of Portland Junior 
College and a member of the original board; on the 
staff of the Maine Eye and Ear Infirmary; died March 
23, aged 80, of massive pulmonary embolism and 
hemorrhage. 


Hoeflich, Carl William ® Houston, Texas; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1906; specialist certified by the American 
Board of Anesthesiology; served on the faculty of the 
Baylor University College of Medicine; one of the 
organizers and first president of the Texas Society of 
Anesthesiology; member of the American Society of 
Anesthesiologists; an honorary member of the staffs 
of St. Joseph’s and Hermann hospitals; died March 3, 
aged 75, 

Hughes, Thomas Edmond ® Front Royal, Va.; Univer- 
sity of Virginia Department of Medicine, Charlottes- 
ville, 1910; specialist certified by the American Board 
of Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology and the Amer- 
ican Laryngological, Rhinological and Otological So- 
ciety; served as vice-president of the Virginia Society 
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of Ophthalmology and Otolaryngology; for many 
years on the staff of St. Luke’s Hospital in Richmond; 
died April 2, aged 73, in an automobile accident. 


Bentley, Daniel Van, Neon, Ky.; University of Louis- 
ville (Ky.) Medical Department, 1917; member of the 
Kentucky State Medical Association; on May 14, 1955, 
Letcher County citizens held “Dr. Bentley Day” in 
his honor; died in St. Joseph Hospital, Lexington, 
April 2, aged 69, of injuries received in an automobile 
accident. 


Burns, Kendall Orville ® Lima, Ohio; Indiana Uni- 
versity School of Medicine, Indianapolis, 1951; in- 
terned at the City Hospital in Akron; served a resi- 
dency at the Huron Road Hospital, East Cleveland, 
and the Lima Memorial Hospital; killed March 27, 
aged 32, of injuries received when his automobile was 
struck by a train. 


Campbell, Willard Burton, Grove City, Pa.; Baltimore 
Medical College, 1897; an associate member of the 
American Medical Association; veteran of World War 
I; died in St. Petersburg, Fla., March 21, aged 87. 


Candib, Bernard, Brooklyn; Indiana University School 
of Medicine, Indianapolis, 1925; died in the Park View 
Hospital, Rocky Mount, N. C., Feb. 26, aged 57, of 
cerebral hemorrhage. 


Clark, Raymond Lee, Detroit; Detroit College of 
Medicine, 1906; served on the staff of the Florence 
Crittenton Hospital; died in St. Joseph’s Retreat, 
Dearborn, March 24, aged 76. 


Colonna, Anthony Richard ® Dumont, N. J.; St. Louis 
University School of Medicine, 1936; veteran of World 
War II; on the staffs of St. Catherine’s and Bushwick 
hospitals; died in Englewood (N. J.) Hospital March 
25, aged 45. 


Connor, Forbes Britton ® Lafayette Hill, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1944; veteran of World War II; on the staffs 
of the Chestnut Hill Hospital in Philadelphia, and the 
Montgomery and Sacred Heart hospitals in Norris- 
town; died April 2, aged 37, of pulmonary edema and 
cirrhosis of the liver. 


Covington, Allen Clayton, Batesville, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1910; served as 
county health officer; died March 31, aged 70. 


Davis, William Walter, Nocona, Texas; Fort Worth 
School of Medicine, Medical Department of Texas 
Christian University, 1911; veteran of World War 1; 
member of the Nocona Chamber of Commerce; died 
in Major Clinic Hospital March 17, aged 70. 


Dickerson, Cecil Harrod Sr., Conway, Ark.; Washing- 
ton University School of Medicine, St. Louis, 1910; 
member of the Arkansas Medical Society; president 
of the Faulkner County Medical Society; resident 
physician, Hendrix College; on the staff of the Con- 
way Memorial Hospital; died March 27, aged 73, of 
coronary thrombosis. 


Dougherty, Joseph S. ® Suring, Wis.; Milwaukee 
Medical College, 1908; president-elect of the Oconto 
County Medical Society, of which he was at one time 
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president, at one time village president; for many 
years county coroner; in 1949, the village of Suring 
designated Labor Day as “Dr. Dougherty Day”; chief 
of the staff of the Community Memorial Hospital, 
Oconto; died April 8, aged 78, of a heart attack. 


Dowd, Kenneth Bryant, Carthage, N. C.; Atlanta Col- 
lege of Physicians and Surgeons, 1913; died in the 
Moore County Hospital, Pinehurst, March 25, aged 73. 


Ellis, Leon Cicero, Columbus, Miss.; Chicago College 
of Medicine and Surgery, 1913; veteran of World 
War I; died in Doster Hospital April 4, aged 70. 


Ellison, Robert Fulton, Barnhart, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, St. 
Louis, 1917; died Feb. 17, aged 67. 


Engle, Ralph Landis, Coral Gables, Fla.; Johns Hop- 
kins University School of Medicine, Baltimore, 1910; 
formerly assistant professor of pediatrics at Jefferson 
Medical College of Philadelphia; veteran of World 
War I; died March 22, aged 70, of coronary occlusion. 


Fazenbaker, Anderson Johnson ® Westernport, Md.; 
University of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore, 1918; died 
in the Memorial Hospital, Cumberland, Feb. 22, aged 
63, of chronic myocardial degeneration. 


Featherston, Richard Nicholas, Dubach, La.; Vander- 
bilt University School of Medicine, Nashville, Tenn., 
1893; died in Ruston March 2, aged 86, of cerebral 
hemorrhage. 


Foster, Erald Fairbanks ® Burlington, Vt.; University 
of Vermont College of Medicine, Burlington, 1927; 
formerly health officer; chairman of the Burlington 
City Airport Commission; on the consulting staff, 
Fanny Allen Hospital in Winooki; on the staffs of the 
Mary Fletcher Hospital and the DeGoesbriand Me- 
morial Hospital; died April 1, aged 54. 


Foster, Wilmot De Pue ® Portland, Ore.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1947; certified by the National Board of 
Medical Examiners; served in the U. S. Naval Reserve; 
on the staff of St. Vincent’s Hospital, where he served 
an internship; plant physician for the American Can 
Company; died March 10, aged 36, of acute hepatic 
failure and fatty degeneration of liver. 


Golding, Harry Newport ® Paterson, N. J.; Cornell 
University Medical College, New York City, 1906; 
specialist certified by the American Board of Radi- 
ology; member of the American Roentgen Ray Society; 
for many years on the staff of St. Joseph’s Hospital; 
died March 16, aged 73, of coronary arteriosclerotic 
heart disease. 


Hallemann, George ® Mount Vernon, N. Y.; Julius- 
Maximilians-Universitat Medizinische Fakultat, Wurz- 
burg, Bavaria, Germany, 1922; specialist certified by 
the American Board of Radiology; member of the 
American College of Radiology; veteran of World 
War II; served on the staff of the Hospital for Joint 
Diseases in New York City; associated with the Mount 
Vernon Hospital; died March 2, aged 59. 
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Hancock, Stephen Decatur, Rosiclare, Ill.; St. Louis 
College of Physicians and Surgeons, 1908; died in the 
Harrisburg (Ill.) Medical Foundation March 12, aged 
78, of arteriosclerotic heart disease. 


Hawker, Charles Ross, Paragould, Ark.; St. Louis Uni- 
versity School of Medicine, 1912; formerly practiced 
in St. Louis, where he was on the staffs of the Alexian 
Brothers, Lutheran, and Missouri Baptist hospitals, 
died in the Evangelical Deaconess Hospital, St. Louis, 
March 10, aged 75, of cerebral thrombosis and arteri- 
osclerotic heart disease. 


Hawkins, Edgar C., Sparta, Tenn.; University of 
Tennessee Medical Department, Nashville, 1909; died 
March 26, aged 71. 


Heininger, Arthur Gustav ® Gardner, Mass.; Univer- 
sity of Vermont College of Medicine, Burlington, 1915, 
veteran of World War I; on the staff of the Henry 
Heywood Memorial Hospital, where he died March 
30, aged 66, of acute coronary occlusion. 


Ingerson, Carl Alfred ® St. Paul; Milwaukee Medical 
College, 1910; on June 20, 1911, appointed police 
surgeon from which post he resigned when he was 
elected coroner of Ramsey County in 1918; on the 
staff of the Bethesda Hospital; died March 23, aged 
73, of chronic glomerulonephritis. 


Jacoby, Mark Walton ® Cleveland; Ohio State Univer- 
sity College of Medicine, Columbus, 1917; specialist 
certified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology 
and Otolaryngology, Cleveland Academy of Medicine, 
and the Association for Research in Ophthalmology; a 
director of the department of ophthalmology, St. 
Luke’s Hospital; died March 28, aged 64, of cerebral 
hemorrhage. 


Kaufman, Percival ® New York City; University and 
Bellevue Hospital Medical College, New York City, 
1915; specialist certified by the American Board of 
Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; on the staff of 
the Midtown Hospital; died March 3, aged 63, of 
coronary occlusion and arteriosclerosis. 


Kelleher, Lawrence Bernard ® Richmond, Va.; Medi- 
cal College of Virginia, Richmond, 1926; on the staffs 
of the Retreat for the Sick and Johnston-Willis Hos- 
pital; died March 30, aged 54, of cardiovascular acci- 
dent. 


Kersten, Paul Ernest M. ® Fort Dodge, Iowa; Mar- 
quette University School of Medicine, Milwaukee, 
1914; fellow of the American College of Surgeons; 
veteran of World War I; served as president of the 
Iowa Surgical Association; trustee of the Iowa State 
Medical Society; on the staffs of the Mercy and 
Lutheran hospitals; died in the Methodist Hospital. 
Houston, Texas, April 2, aged 65, of coronary occlu- 
sion following resection of abdominal aortic aneurysm. 


Kimbriel, Albert Carter ® Drew, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1911; died in the 
Baptist Memorial Hospital, Memphis, Tenn., April 10, 
aged 69, of coronary occlusion. 
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Kitzman, Lester August ® Chicago; Northwestern 
University Medical School, Chicago, 1949; assistant 
chief surgeon of the New York Central Railroad; died 
in the Mercy Hospital April 23, aged 57, of carcinoma- 
tosis and recurrent carcinoma of the perineum. 


Koster, Louis Philip ® Lititz, Pa.; Hahnemann Medical 
College and Hospital, Philadelphia, 1931; on the cour- 
tesy staff, Lancaster (Pa.) General Hospital, where he 
died March 22, aged 66, of cerebral hemorrhage. 


Kroulik, Frank Jerry * Smithville, Texas; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1903; died Jan. 10, aged 79, of cardiovascular 
diseases. 


La Rose, Victor J. ® Bismarck, N. D.; University of 
Minnesota College of Medicine and Surgery, Minne- 
apolis, 1901; member of the American Urological 
Association; fellow of the American College of Sur- 
geons; served as president of the North Dakota Anti- 
Tuberculosis Association and as a_ representative 
director of the National Tuberculosis Association; on 
the staffs of the Bismarck Hospital and St. Alexius 
Hospital, where he died March 21, aged 83. 


Leet, Norman Benjamin ® Oakland, Calif.; Stanford 
University School of Medicine, San Francisco, 1930; 
specialist certified by the American Board of Internal 
Medicine; member of the American Heart Association; 
past-president of the Alameda-Contra Costa Medical 
Association; staff member of Peralta and Highland 
hospitals and Children’s Hospital of the East Bay; 
past-president of the staff of the Merritt Hospital, 
where he died April 4, aged 53, of aortic regurgitation. 


Lewis, Claude B. ® St. Cloud, Minn.; Rush Medical 
College, Chicago, 1903; on the staff of St. Cloud Hos- 
pital; died April 20, aged 78, of carcinoma of the face. 


Livingstone, David, Brooklyn; Long Island College 
Hospital, Brooklyn, 1905; veteran of World War I; 
died April 3, aged 73, of coronary thrombosis. 


Loring, Robert Gardner ® Concord, Mass.; Harvard 
Medical School, Boston, 1896; veteran of World War 
I; formerly practiced in Boston, where he served on 
the staff of the Massachusetts Eye and Ear Infirmary; 
died March 24, aged 88, of arteriosclerosis. 


Lundvick, Arthur Wesley © Iowa City, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1902; on the staff of the Mercy Hospital, where he 
died March 16, aged 79, of peripheral vascular col- 
lapse. 


MacKeen, Ida Adams, St. Charles, Minn.; University 
of Minnesota College of Homeopathic Medicine and 
Surgery, Minneapolis, 1904; formerly member of the 
state board of medical examiners; died Feb. 22, 
aged 91. 


MacMeekin, James Ware ® Saginaw, Mich.; Univer- 
sity of Michigan Medical School, Ann Arbor, 1931; 
past-president of the Saginaw County Medical So- 
ciety; president of the medical staff, Saginaw General 
Hospital; died in a private plane crash March 15, 
aged 49, 
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Mahowald, Aloys Peter ® Fergus Falls, Minn.; St. 
Louis University School of Medicine, 1920; veteran 
of World War I; served on the staffs of St. Cloud 
(Minn.) Hospital and Fergus Falls State Hospital; died 
March 2, aged 66, of subarachnoid hemorrhage. 


Major, Samuel H. ® Payson, Utah; University of Utah 
College of Medicine, Salt Lake City, 1950; veteran of 
World War II; died in Salt Lake City April 2, aged 
38, of injuries received in an automobile accident. 


Mangum, Carl Eugene ® Wichita Falls, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1926; 
died March 23, aged 54, of arteriosclerotic heart dis- 
ease and hypertension. 


Mann, Thomas Allen, Engelhard, N. C.; University of 
Maryland School of Medicine, Baltimore, 1908; first 
health officer of Durham County; veteran of World 
War I; died in the Duke Hospital, Durham, March 21, 
aged 80. 


Palmer, Frederick William ® Mount Pleasant, Mich.: 
University of Michigan Medical School, Ann Arbor, 
1937; medical superintendent of Mount Pleasant State 
Home and Training School; died March 22, aged 50, 
of acute coronary thrombosis. 


Philips, Henry Fuller, Colonel, U. S. Army, retired, 
Dallas, Texas; University of Texas School of Medicine, 
Galveston, 1907; entered the medical corps of the U. S. 
Army in 1917; retired Nov. 1944; service member of 
the American Medical Association; died in the Vet- 
erans Administration Hospital March 4, aged 75, of 
thrombosis of the aorta. 


Scudder, Sidney Townsend * Bellevue, Wash.; Co- 
lumbia University College of Physicians and Surgeons, 
New York City, 1943; veteran of World War II; served 
on the staffs of the King County and Virginia Mason 
hospitals in Seattle; died March 10, aged 39, of acute 
respiratory failure. 


Segal, Abraham ® Forest Hills, N. Y.; Columbia Uni- 
versity College of Physicians and Surgeons, New York 
City, 1922; associate surgeon of Wyckoff Heights Hos- 
pital in Brooklyn; on the staffs of the Horace Harding 
Hospital in Elmhurst and the Kew Gardens (N. Y.) 
General Hospital; died in the Harkness Pavilion of 
the Columbia Presbyterian Medical Center, New York 
City, March 24, aged 59. 


Spencer, Selden * St. Louis; Missouri Medical Col- 
lege, St. Louis, 1899; specialist certified by the Amer- 
ican Board of Otolaryngology; fellow of the American 
College of Surgeons; served on the staffs of St. Louis 
Children’s and Missouri Baptist hospitals; died March 
24, aged 84, of coronary thrombosis. 


Taylor, Benjamin Cicero, Mount Holly, N. C.; North 
Carolina Medical College, Charlotte, 1910; served on 
the staffs of the Mercy, Memorial, and Presbyterian 
hospitals in Charlotte; died in the Lowrance Hospital, 
Mooresville, March 10, aged 77, of cirrhosis of the 
liver. 


Wurtenberg, William Charles ® New Haven, Conn.; 
Yale University School of Medicine, New Haven, 
1893; on the staff of the Grace Hospital; died March 
26, aged 93, of cerebral thrombosis. 
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FOREIGN LETTERS 


BELGIUM 


Multiple Sclerosis.—At a meeting of the Belgian Neu- 
rological Society in December, Van Bogaert urged the 
formation of a group of young neurologists whose task 
should be to coordinate the researches on multiple 
sclerosis along the lines of the National Multiple Scle- 
rosis Society in the United States. At the same meeting, 
Cordier drew attention to the fact that experimental 
encephalomyelitis opens a large field of investigation 
to elucidate the mechanisms of demyelination, Hen- 
neaux stated that experimental demyelination, pro- 
duced by different techniques, is quite different from 
the demyelination of multiple sclerosis. This is especial- 
ly true of experimental “allergic” encephalomyelitis. 
Nevertheless, some observations seem to indicate that 
acute disseminated encephalomyelitis, the lesions of 
which may be superimposed on those of allergic en- 
cephalitis in animals, may elicit a mechanism that 
hardly differs from that of multiple sclerosis. 


Leprosy.—At a meeting of the Belgian Society for 
Tropical Medicine, Hugon and Pieron reported on the 
results obtained in the course of three years by treat- 
ment of leprosy with glucosulfone sodium in a rural 
center. A total of 300 patients with tuberculoid or un- 
differentiated leprosy were given the drug in suspen- 
sion in ethyl chaulmoograte during a period varying 
from 6 to 42 months; 1.25 Gm. of the active prepara- 
tion was injected intramuscularly twice a month, and 
the patients were simultaneously given tablets of the 
vitamin B complex and of iron, Follow-up examina- 
tions of 248 patients (192 with undifferentiated and 56 
with tuberculoid leprosy ) revealed a marked decrease 
of the death rate; 37.7% of the patients were appar- 
ently cured; 29.8% showed definite improvement; 14.9% 
showed moderate improvement; 8% showed slight im- 
provement; 3.6% showed no change; and 6% became 
worse. Biopsy specimens of the skin showed that the 
characteristic changes rapidly became indistinct and 
were replaced by signs of a nonspecific inflammatory 
reaction. Of 40 biopsy specimens of the liver taken 
after treatment, 10 showed changes, 6 those of cirrho- 
sis, 3 of hepatitis, and 1 of pigmentation. Since the in- 
cidence of cirrhosis in the adult native population is 
generally high, only hepatitis was considered to be 
attributable to the treatment. Hematological examina- 
tions of patients treated for a long time revealed a 
mild chronic anemia associated with leukopenia. In 
general, sulfanemia was a common sequela of treat- 
ment. A remarkable effect was the return in cured pa- 
tients of the ability to perspire. The following side- 
effects were observed: exfoliative dermatitis in 10 
patients, one of whom died; fatal icterogenic hepatitis 
in one patient; agranulocytosis in 2; and suicide re- 
sulting from a mental disorder attributable to the 
treatment in one. 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


Radiotherapy for Tumors of the Testes.—Dancot and 
Segers reported the results of radiotherapy for malig- 
nant tumors of the testes in Acta Urologica Belgica. 
This treatment alone, or, more frequently, combined 
with orchiectomy, is based on the principle that these 
tumors usually spread through the lymphatic vessels 
and that most of them are radiosensitive. The results 
of this combined treatment are remarkably good in 
patients with seminoma, since clinically detectable 
metastases were not present after treatment and 80% 
of the patients remained cured for five or more years. 
The same type of treatment in patients with teratoma, 
chorioepithelioma, and embryonal carcinoma resulted 
in five-year cures in 50% of the patients. Although it is 
known that the prognosis of tumor of the testes in 
patients in whom resection alone is used is poor, no 
reliable figures for comparison were available. 


Infant Mortality in the Belgian Congo.—At a meeting 
of the Flemish Academy of Medicine, Janssens, of the 
Institute for Tropical Medicine, reported a series of 
1,873 autopsies on nursing infants. The most frequent 
causes of death were pulmonary diseases, tuberculosis, 
syphilis, malnutrition, and sickle-cell anemia. Malaria, 
the only important endemic disease, was more exhaus- 
tively studied. The low but constant incidence of the 
disease in infants was based on reports of clinical and 
hematological examinations of more than 2,000 nursing 
infants. Antimalarial campaigns have reduced the 
death rate from this cause in infants from 30% to 10%. 


Sensitivity to Pneumoconiosis.—At the same meeting, 
van Mechelen and Gielen reported a comparative 
study of coal miners that indicated a special sensitivity 
to anthracosilicosis in certain workers and a resistance 
in others who were similarly exposed to coal dust. An 
absolute resistance is, however, exceptional. Sensitivity 
or resistance could not be explained by the use or non- 
use of protective means, tuberculous heredity, standard 
of living and nutrition, use of tobacco or alcohol, res- 
piratory infections, constitutional type, or functional 
capacity of the lungs. The only significant differences 
between the two groups were a familial resistance to 
pneumoconiosis, observed in 9 of 20 miners who were 
resistant, and an abundant expectoration of dust during 
work, found in 6 of the same group. Since it should be 
possible to promote the expectoration of dust, more 
work along this line is indicated. The speakers studied 
various national groups but found no difference in the 
sensitivity to pneumoconiosis in Italians, Poles, and 
Belgians. In another series of 247 men who worked 
with coal and rocks and were exposed to high concen- 
trations of dust, they studied the relation of the disease 
to the age when work in a dusty atmosphere was 
started. The young workers seemed less sensitive than 
the older ones. It was, therefore, recommended to em- 
ploy a decreasing number of men over 30 years of age 
where exposure to dust is unavoidable. 
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BRAZIL 


Thoracic and Thoracoabdominal Trauma.—Dr. Ed- 
gard San Juan and co-workers (Revista paulista de 
medicina 50:1, 1957) reported on the treatment of 793 
consecutive patients with thoracic and thoracoabdom- 
inal trauma. Of these patients, 683 were male and 110 
were female. Of the injuries, 141 were caused by fire- 
arms, 367 by other arms, 204 by motor vehicle acci- 
dents, 66 by falls, 14 by such acts of aggression as 
kicking or punching, and 1 by explosion. The trauma 
in 492 patients was moderate, necessitating only one 
to five days of hospitalization. The treatment of 170 
patients consisted only of suturing of the wound and 
giving antibiotics and tetanus antitoxin. Four hundred 
eighty-three patients were treated by rest, oxygen in- 
halation, antibiotics, and, in a few cases, thoracentesis. 
As a late sequel in the treatment of the patients with 
hemothorax, 34 were subjected to pulmonary decorti- 
cation about a month after admission. Surgical treat- 
ment was indicated in 85 patients with penetrating 
wounds and in 55 with contusions. Nine such patients 
died shortly after admission and before they could be 
operated on. Of the 623 patients with thoracic con- 
tusions and penetrating wounds, 63 died, 30 of them 
from associated trauma of the head and limbs and 9 
from extensive wounds of the thorax. The remaining 
24 died during or soon after operation. Tetanus did 
not occur in any of the 793 patients. 


Nonspecific Prostatitis and Vesiculitis—Dr. Moysés 
Fisch (Folha medica 38:49, 1957) reported on a series 
of 109 patients with chronic prostatitis and vesiculitis, 
with emphasis on the value of the routine microscopic 
examination and bacteriological culture of the semen 
for the diagnosis of these diseases. In the first part 
of his report, he stressed the increasing importance of 
nonspecific prostatitis and vesiculitis as the causes 
of localized lesions, distant foci of infection, alteration 
of potency, and psychic disturbances. The ages of the 
patients studied ranged from 16 to 59 years (average 
31). The chief complaints of the patients were dysuria 
and perineal pains, decreased potency, and sexual dis- 
turbances due to chronic prostatitis in 35.9%, 32.1%, 
and 6.4% respectively; sterility, distant infection, pre- 
mature ejaculation, spermatorrhea, orchioepididymitis, 
cystitis, and hemospermia due to chronic prostatovesi- 
culitis in 3.7%, 2.7%, 2.7%, 2.7%, 2.7%, 1.9%, and 1.9% 
respectively; and urethral discharge in the morning 
due to subacute urethritis and prostatitis in 7.4%. 
Chronic prostatitis was the underlying cause in 74.3%, 
chronic prostatitis and vesiculitis in 18.3%, and ure- 
thritis and subacute prostatitis in 7.4%. The micro- 
scopic examination of the semen revealed astheno- 
spermia in 43.1%, decreased resistence of the sperms in 
35.8%, oligospermia (less than 30 million per cubic 
centimeter ) in 26.6%, more than 30% abnormal sperms 
in 19.3%, azoospermia in 7.3%, and necrospermia in 
4.6%, The sperm cultures were positive in 69.7%, re- 
vealing the presence of Micrococcus pyogenes var. 
albus in 9.4%, Neisseria in 4.6%, M. pyogenes var. 
aureus in 3.7%, Escherichia coli and M. pyogenes var. 
aureus in 2.7%, pure Escherichia coli in 1.9%, diph- 
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theroid organisms in 1.9%, and Streptococcus hemolyti- 
cus, Proteus organisms, and several combinations of 
these micro-organisms in 0.9% each. 


Symmetrical T-Waves.—Dr. L. Lengyel ( Arquivos dos 
hospitais da Santa Casa de Séo Paulo 2:299, 1956) ex- 
amined 579 T-waves in 79 electrocardiograms in an 
effort to establish possible rules for defining the lim- 
its of symmetry of the T-wave. Thus one might be 
enabled to use the presence of this change as a patho- 
logical sign. Measuring the difference between the 
angles of the ascending and the descending limbs of 
the wave, he found that the symmetry of the T-waves 
does not signify geometrical symmetry. Symmetrical 
T-waves appeared in 25% of the normal subjects and 
the patients with neurovegetative disturbances, where-_ 
as in those with coronary insufficiency and infarcts 
they appeared in 60%. For T-wave symmetry no lead 
was better than another in normal subjects, but in 
those with neurovegetative disturbances the best leads 
were D2, D3, V2, V3, and V4. In patients with coro- 
nary insufficiency the best leads were D2, V2, V3, V4, 
V5, and V6. In patients with infarction the best were 
D1, D3, V2, V3, V4, V5, and V6. More than 90% of 
the T-waves in V3 and V4 were symmetrical. T-wave 
symmetry of the same tracings appeared in more leads 
(three to six) in patients with coronary insufficiency 
and infarction than in normal subjects or patients with 
neurovegetative disturbances, in whom they were 
found in only one to three leads. Symmetrical T-waves 
were always present in pathological tracings. In pa- 
tients with infarction, symmetrical T-waves appeared 
in more than one lead. T-wave symmetry has no diag- 
nostic value when it is the only abnormal finding or 
when it appears in only one lead. Statistically, it has 
more significance if it appears in more leads of the 
same tracing or in conjunction with other pathological 
electrocardiographic signs. 


INDIA 


Portal Cirrhosis.—N. R. Konar (Journal of the Indian 
Medical Association, May 1, 1957) studied methods by 
which cirrhosis may be diagnosed before the appear- 
ance of ascites or gastrointestinal bleeding, at which 
time therapy may arrest its progress. In a series of 70 
patients admitted for portal cirrhosis of the liver, the 
diagnosis was confirmed in 55. The remaining patients 
were found to have nutritional edema, congestive 
splenomegaly, congestive heart failure, visceral leish- 
maniasis, mitral stenosis, chronic constrictive peri- 
carditis, malignant disease of the liver, and tuberculous 
peritonitis. In the early stages of the disease, liver 
function tests may give abnormal results, but the diffi- 
culty lies in knowing which patients should be so 
tested. The duration of such other symptoms as ano- 
rexia and flatulence before the appearance of ascites 
varied from one month to three years. Changes found 
in splenic venograms may help in early cases. Attention 
to the early symptoms may suggest the diagnosis. Liver 
function tests, liver biopsy, and splenic venography 
may then be carried out to confirm the diagnosis. An 
almost constant finding in splenic venography in this 


157 
— 
| 
nd 
Ap 
g 
ed 
se 
als 
Its 
| 
in 
rs. 
a, 
of 
ng 
he 
0 
ia, 
he 
| 
n- 
es 
to 
ig 
4 tel 
id 
4 
se 
aS 


1144 FOREIGN LETTERS 


disease in the absence of visualization of the intra- 
hepatic branches of the portal vein in advanced cases, 
while in early cases the intrahepatic branches may be 
visible for a short distance inside the liver but not so 
far as the periphery. Other findings are visualization 
of collateral channels, such as the short gastric, left 
gastric, and inferior mesenteric veins, and dilatation 
of the extrahepatic portion of the portal and splenic 
veins. These changes depend on the stage of the dis- 
ease, the degree of portal hypertension, and the extent 
of development of collateral circulation. 


Regional Laboratories.—The government has approved 
the establishment of regional laboratories in Madras, 
Kerala, and Bihar under the plan for the development 
of a public health laboratory system operated by the 
state governments, which have been requested to im- 
plement their respective plans as expeditiously as pos- 
sible. Under the plan, scholarships and fellowships will 
be awarded to trainees. The expenditure on scholar- 
ships will be shared equally by the federal and state 
governments. 


Filariasis Control.—A survey of filariasis in Kerala re- 
vealed an incidence of the disease varying from 1.7% 
in Trivandrum to 23.8% in Shertallai. In Shertallai, 
control measures were instituted in 1933. By 1936 an 
area of 42 sq. miles, with its center in Shertallai, was 
included in the program. To determine the efficacy of 
the control measures, a survey was conducted, from 
which it was found that all children born after the 
establishment of the control program were free from 
the disease. 


Infections in the Newborn Infant.—S. M. Merchant 
(Indian Journal of Child Health, February, 1957) re- 
ported 50 cases of neonatal infection; 45 infants were 
full term and 5 were premature. Both sexes were 
equally affected. The earliest infection was detected 
after three days of life. There was a striking increase 
in incidence in the hot months, when skin infection 
among the general population is most prevalent. This 
suggests a higher rate of infection through skin car- 
riers. Skin and nasopharyngeal carriers (nurses, other 
attendants, and visitors ) are responsible for the spread 
of infection, Fever is not a common symptom of infec- 
tion in the newborn infant. Failure to gain weight or 
loss of weight, loss of appetite, and pallor are present- 
ing symptoms in most patients. Skin infection was the 
commonest manifestation, but in 44% of the patients it 
was complicated by a spread of infection to other sys- 
tems. A roentgenogram of the chest should be obtained 
in all infants suspected of having an infection, The 
highest mortality was found in those with infections 
of the respiratory tract and central nervous system. 
Convulsion is a common symptom of involvement of 
the central nervous system, and a routine lumbar 
puncture and, in some cases, subdural tapping should 
be performed on all infants with a history of convul- 
sion. The broad-spectrum antibiotics were more effec- 
tive than penicillin in combating these infections. 
Chloramphenicol] is the drug of choice for infections 
of the central nervous system and septicemias. The 
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morbidity and mortality of infections of the newbom 
infant can be reduced by epidemiologic studies, treat. 
ment of carriers, prompt isolation, and treatment of the 
infected infants. 


Tuberculosis in Children.—M. D. Deshmukh and co- 
workers (Ind. J. Child Health 6:1, 1957) state that in 
children tuberculosis even without demonstrable clin. 
ical or radiologic activity is potentially dangerous. 
Children living in contact with persons who have open 
tuberculosis are in great danger of becoming infected, 
and, if they are found to have a positive reaction to 
tuberculin, they should be treated with isoniazid. Ani- 
mal experiments were made to determine the efficacy 
of isoniazid in preventing tuberculosis. Guinea pigs 
receiving isoniazid were shown to resist infection. The 
authors examined all the contacts in families of known 
tuberculous patients, investigated other tuberculous 
patients, treated positive tuberculin reactors from con. 
tact families with isoniazid for at least one year, ob- 
served as controls the tuberculin-positive children from 
noncontact families, and repeated every six months 
the examination of all families under observation. In 
all, 381 children from 147 contact and noncontact 
families of a working class section in the city of Bom- 
bay were thus examined, and 70.6% of the children 
under 6 years of age from contact families were found 
to be tuberculin-positive as against 43.5% of the chil- 
dren of noncontact families. Total tuberculization ap- 
pears to have been reached by the age of 10 years in 
both groups of children; 38.2% of children from con- 
tact families showed radiologic evidence of enlarged 
hilar glands, but in noncontact families the per cent 
was 33. Of children from contact families, 2.3% showed 
radiologic evidence of active disease in the lungs. The 
incidence was 0.4% in the other group. One hundred 
sixty tuberculin-positive children were given isoniazid, 
with 135 being watched as controls. Six of 23 children 
who had completed six months of therapy with isonia- 
zid showed reversal of their cutaneous reaction. 


NETHERLANDS 


Hepatoencephalomyelitis.—Van Tongeren and Tiddens 
(Nederl. tijdschr. geneesk. 101:579, 1957 ) reported the 
first isolation of the hepatoencephalomyelitis virus in 
the Netherlands in a 10-month-old child who suffered 
from a relapse of convulsions after a Coxsackie type 
A virus infection that he had had a few months before. 
The relation between this virus and the disease has not 
been established. The Dutch investigators performed 
complement-fixation tests with the child’s serum and 
that of his sister, brother, mother, and father, with a 
benzene-extracted mouse brain suspension used as the 
antigen. For the sister, brother, and mother these tests 
revealed antibodies up to a high titer against the iso- 
lated agent, but the antibodies were absent in the 
serum of the father. In the serum of another patient, 
suffering from aseptic meningitis, complement-fixing 
antibodies up to a high titer were detected. The se- 
rums of 19 other patients, suffering from hepatitis, en- 
cephalitis, and aseptic meningitis, however, appeared 
to be devoid of antibodies against the virus. Investiga- 
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tion of stool samples of another 2,500 patients failed to 
reveal the presence of the hepatoencephalomyelitis 
virus. This virus may have been introduced from Aus- 
tralia to the Netherlands by Dutch emigrants from 
Australia, who regularly return to the village where 
the child lives. 


Health Service in Dutch New Guinea.—There are 20 
health centers in Dutch New Guinea. This is about 
twice the prewar number. The situation, however, is 
still unsatisfactory, because medical care is available 
only in the regions near the larger towns. The size of 
the country and the lack of education of the popula- 
tion prevent a rapid extension of the medical activi- 
ties. As a result of the malaria control measures, es- 
pecially the spraying of the inside of dwellings with 
residual chlorophenothane (DDT), the morbidity 
from this disease has been much reduced. The fact 
that many inhabitants spend the days and the nights 
outdoors reduces the effectiveness of this program. 
Since 1955 yaws has been actively treated with peni- 
cillin. By the end of 1957, about 400,000 inhabitants 
will have been so treated. Tuberculosis is being con- 
trolled with BCG vaccine, but it is nearly impossible 
to give adequate treatment to all patients suffering 
from this disease. The lepers are kept in leprosaries 
until cured and then are released. Many diseases re- 
sult from a deficiency of proteins and other foodstuffs 
in the diet. 


Longevity.—The Bureau of Statistics estimated the av- 
erage lifetime of men and women in the Netherlands. 
These figures were based on the data for 1953 to 1955. 
Compared with the period 1950 to 1952 there again 
appears to be an increase in life span. For men, it 
is now 71 years as compared to 70.6 in the previous 
period, For women the respective figures are 73.9 and 
72.9 years. Of 100 boys and 100 girls born today, 76 
boys and 82 girls will reach the age of 65. Only 46 
boys and 51 girls born 50 years ago were expected to 
reach that age. The frequency of some diseases as 
a cause of death has changed in the last 30 years. 
While in the period 1921 to 1923, 10.6% of all deaths 
were attributed to tuberculosis, this per cent has now 
decreased to 1.7. Similar per cents for other diseases of 
the respiratory tract are respectively 16.8 and 7.2. 
Deaths due to cardiovascular diseases increased from 
12.9 to 27%; those due to tumors from 11.1 to 20.7%; 
and those due to diseases of the central nervous sys- 
tem from 8.5 to 13.5%. In the period 1921 to 1923, 
tumors caused death almost exclusively in the age 
group 40 to 79 years. Today they too are often en- 
countered at a much younger age. In the group of pa- 
tients 30 to 59 years of age, they now are the most 
frequent cause of death. 


Polyneuritis from Carbutamide.—Goor and Schreuder 
(Neder. tijdschr. geneesk. 101: 402, 1957) report three 
cases of severe polyneuritis due to the administration 
of carbutamide. In all three of the elderly patients the 
polyneuritis was mainly located in the thighs. It was 
thought improbable that it was due to the diabetes. 
In two instances it developed in the presence of nearly 
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normal blood sugar levels. In addition, while diabetic 
polyneuritis is characterized by much pain and sensory 
loss, these patients had little pain, the main disturb- 
ances being muscular weakness. Furthermore, recovery 
from this polyneuritis after the omission of carbuta- 
mide and the administration of vitamin B was much 
more rapid than is normally observed in patients with 
true diabetic polyneuritis. 


Meningococcic Meningitis.—A. C. Ruys ( Nederl. tijd- 
schr. geneesk. 100:3863, 1956 ) pointed to the increased 
morbidity from meningococcic meningitis in the last 
10 years. After an epidemic during World War I, 
there was a decrease to nearly the prewar level, with 
a morbidity of 1.55 per 100,000 inhabitants a year. 
During 1940, 1941, 1946, and 1947 there were several 
epidemics, during which the morbidity increased, re- 
spectively, to 24.2, 47.8, 39.3, and 48.5. After these 
epidemics, the morbidity remained rather high, and in 
the period 1948 to 1955 the average was 3.1. In 
western Europe only Denmark showed high figures 
during 1946 and 1947 (10.4 and 10.1 respectively ). 
The morbidity in Belgium and Germany was low, 
being 1.1 and 1.0, respectively, in 1946 and 2.2 and 
2.7, respectively, in 1947. By comparing the morbidity 
in the Netherlands in the different age groups during 
the period 1948 to 1955, the morbidity among infants 
under 1 year was found to be high after the epidemic 
of 1947. While this morbidity reached 48.5 in the 
epidemic, the following years up to 1955 showed an 
average of 39.0. For children between 1 and 5 years 
these figures were, respectively, 28.6 and 12.7; for 
the age group from 5 to 20 years, 11.8 and 2.6; and 
for adults, 4.5 and 0.7. Since the morbidity re- 
mained nearly the same for the age group 5 to 20 
years and for the adults, the total increase is the re- 
sult of an increase among infants and preschool-age 
children. The author found no significant difference 
among adults in the percentage of carriers between 
the years 1939 and 1955. Though the type 1 meningo- 
coccus is the most frequent cause of the disease, no 
apparent prevalence of this type among the carriers 
during 1955 could be found. The increase in meningo- 
coccic meningitis in the last 10 years is probably due 
to a shortage of houses, which results in overcrowding 
of the population. This tenet is supported by the fact 
that the increase was most pronounced in Amsterdam 
and Rotterdam. 


SWEDEN 


Rheumatic Fever.—In the past 35 years, Prof. Arvid 
Wallgren has seen rheumatic fever diminish in both 
frequency and severity, but no great change has come 
over its treatment, and its etiology is still in dispute. 
Rest in bed and administration of salicylates as long 
as the joints are inflamed continue to be in vogue. 
Rheumatic nodules and annular erythema have become 
comparatively rare accompaniments of rheumatic 
fever. As for the part played by streptococci, they may, 
indeed, precipitate an attack of rheumatic fever or a 
relapse of it, but it is doubtful if they are its primary 
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cause. If they were, it would be strange that, while 
rheumatic fever has gradually become rare, strepto- 
coccic infections continue to rage as before. Wallgren 
doubts the wisdom of giving penicillin as a prophylac- 
tic over many years, perhaps for a lifetime. He believes 
that it is more rational to treat immediately with peni- 
cillin every acute respiratory infection in children who 
have already had an attack of rheumatic fever. Also 
he refuses to be frightened from giving cortisone just 
because mass experiments in the United States and 
England have indicated that salicylates may be just as 
effective, for in such mass experiments diagnoses may 
have been inaccurate and the dosage of cortisone in- 
adequate or erratic. 


BCG Vaccination.—The suggestion that the time may 
now be ripe for the present mass vaccination with 
BCG to be discontinued under certain conditions has 
led to a critical scrutiny of the reasons for this program. 
Dr. Gunnar Dahlstrém, in Nordisk medicin for March 
7, presents figures in support of his advocacy of a sus- 
tained BCG program. Among the 440 first admissions 
to the Séderby Tuberculosis Hospital in 1955, 237 had 
tubercle bacilli in direct smears of their sputum. Of 
these, 193 had been unaware of their disease prior to 
the symptoms directly leading to admission. They 
were, in fact, unknown sources of infection. Such cases 
indicate the continued need for BCG vaccination, and 
were it to be discontinued, even partially, the tuber- 
culosis dispensaries would have to intensify their BCG 
vaccination of contacts of known or suspected carriers. 
The examinations of school staffs would also have to be 
intensified. At present, more than 90% of the infants 
in Stockholm are vaccinated with BCG, and Dahlstrém 
pleads for continued vaccination with BCG in infancy. 
In 1945, only 6% of the patients admitted to Séderby 
Tuberculosis Hospital were over the age of 50 years, 
whereas at present more than 33% of the patients are 
over that age. This upward shift of the age of tubercu- 
lous patients is also a warning, in Dahlstrém’s opinion, 
that the sources of infection in Stockholm are still 
numerous. 


Cortisone Treatment of Rheumatoid Arthritis.—Be- 
tween 1952 and 1955 corticotropin and/or cortisone 
were given to 142 patients for their rheumatoid ar- 
thritis in a hospital in Boden. To test the efficacy of this 
treatment, Dr. K. E. Fjellstrém (Nordisk medicin, 
March 7, 1957) has applied the principle of registering 
the behavior of inflamed joints on the point-system 
devised by Holmdahl and Ingelmark. The results 
were given to 142 patients for their rheumatoid ar- 
thritis in a hospital in Boden. To test the efficacy of this 
for various other methods of treatment, with 70% im- 
provement. With regard to the late results, complete 
remission after three years could be claimed in 12.7%. 
When the disease had lasted less than a year, this 
achievement could be claimed in 28%, but, when it 
had lasted for more than five years, only 2% had 
achieved a complete remission. Of the 49 patients 
given hormone treatment for more than one year, 2 
achieved a complete remission. In both these cases 
the disease had lasted less than a year before treatment 
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was started. Because of lack of controls, Fjellstrém 
admits that he cannot claim that the treatment he 
gave was superior to more conservative measures. 


Prognosis for Acute Septic Meningitis.—In Nordisk 
medicin for Jan. 31, Dr. C. G. Bergstrand and co. 
workers presented an analysis of 92 cases of acute 
septic meningitis. The patients ranged from infancy to 
15 years of age. There were 7 deaths from meningitis, 
and of the 85 survivors, 78 could be traced and re. 
examined. The treatment had followed no uniform 
system, and the drugs given had included sulfona. 
mides and various antibiotics. Of the 78 examined, 
14 still showed signs of the disease or of the treatment 
given for it. Five were mentally retarded, two suffered 
from hydrocephalus, four from convulsions, and seven 
from paresis. Hearing was impaired in five patients, 
and vestibular disturbances. were present in five also. 
Such disturbances were common whether the patients 
were or were not given streptomycin, and in most such 
cases they were transitory. Even when streptomycin 
was given, the vestibular disturbances may have been 
the outcome of the infection rather than of the treat- 
ment given. Since the introduction of the broad-spec- 
trum antibiotics, the prognosis has improved with 
regard to the sequelae of acute septic meningitis, the 
mortality from which has now fallen below 10%. The 
rate of complications among survivors is still uncertain, 
it having varied between 10 and 30% according to 
different observers. 


Mistaken Diagnoses of Poliomyelitis—Dr. G. Gille 
(Nordisk medicin, Jan. 31, 1957) presented an analysis 
of the 1,434 patients sent to the hospital with suspected 
poliomyelitis in the epidemic of 1953. Of these, only 
920 (65%) proved to have the disease. In 42 cases 
no definite diagnosis was attempted, and in 472 a 
diagnosis other than poliomyelitis was made. Only 
three patients who were sent to the hospital with a 
diagnosis other than poliomyelitis were ultimately 
found to be suffering from this disease. There were n0 
children among the 28 patients whose nervous condi- 
tion (neurasthenia ) had led to the mistaken diagnosis 
of poliomyelitis. The mistaken diagnoses were made 
in three main groups: (1) paresis due to a disorder 
such as neuritis; (2) meningeal symptoms due to 
meningism; and (3) acute infections, such as those of 
the respiratory tract and gastroenteritis, associated 
with headache, fever, and pain. 


UNITED KINGDOM 

Prednisolone Snuff in Hay Fever.—The daily inhalation 
of 2 mg. of prednisolone snuff is of value in the con- 
trol of symptoms due to hay fever, according to 
Godfrey and co-workers (Lancet 1:767, 1957). Their 
conclusions are based on the findings in 38 patients, 18 
of whom received prednisolone snuff and 20 of whom 
were given an inert snuff containing lactose. No side- 
effects were observed. The five patients who had bron- 
chial asthma and hay fever and who were treated with 
prednisolone comprised too small a group to warrant 
definite conclusion about the efficacy of prednisolone 
in bronchial asthma. The relief of symptoms in the 
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eroup treated by inhalations of prednisolone compared 
satisfactorily with the experience of patients who had 
been desensitized to pollen. These results justify a more 
extensive trial of prednisolone snuff, which may pro- 
vide a simple, safe, and effective remedy for hay fever. 


Head Injury Treated by Hypothermia.—Treatment of 
a head injury by hypothermia is recorded by Row- 
botham and co-workers (Lancet 1:1016, 1957). A preg- 
nant woman sustained head injuries after being 
knocked down by a log that fell off a truck. On ad- 
mission to a neurosurgical unit, she was found to be 
in a deep coma with decerebrate rigidity, loss of the 
swallowing reflex, and a skin temperature of 105.5 F 
(40.8 C). It was decided not to attempt operative de- 
compression of the brain but to treat the patient by 
hypothermia, with the object of counteracting the 
hyperpyrexia and to slow up excessive and harmful 
reaction to the cerebral injury. It was also believed 
that hypothermia would diminish the metabolic re- 
quirements of the brain while its tissues were under- 
going repair. Cooling of the body was done by means 
of an intravenous drip of chlorpromazine hydrochlo- 
ride, promethazine hydrochloride, and meperidine 
hydrochloride and by ice bags and sponging with ice 
water. This procedure was continued for seven days, 
during which the rectal temperature fluctuated be- 
tween 86 F (30 C) and 96.8 F (36 C). The patient was 
under treatment for 138 days. She eventually went 
into labor and was delivered’ of a normal healthy 
child. Memory defects and paralysis of the legs re- 
mained, but otherwise she made a good recovery. 


Electronics in Medicine.—An electronics exhibition in 
London included a special section dealing with med- 
ical applications. Instruments were on view for weigh- 
ing to an accuracy of 1 meg. and for the remote con- 
trol of both small and large quantities of dangerous 
radioactive material. Automatic apparatus for titrating 
an acid or alkaline solution to a preselected end-point 
and recording the result was exhibited. Apparatus for 
the automatic pipetting and mixing of liquids from 
different stock bottles was also shown. This can be 
adapted to the dispensing of prescriptions in the hos- 
pital pharmacy. Dr. D. G. Melrose demonstrated the 
latest version of the artificial-heart-lung machine that 
he developed at the Postgraduate Medical School of 
London. The pumping action is done by an undulating 
metal plate squeezing a plastic tube communicating 
with the blood vessels. The tube is closed intermit- 
tently by metal plates acting as a valve. The “lung” 
is a rotating Perspex cylinder containing a number of 
Perspex disks inside it and inclined at an angle so 
that blood which enters the upper end flows through 
it under gravity and is picked up by the moving disks 
and exposed to oxygen. It is claimed that this appa- 
ratus has little destructive effect on the red blood cells. 

An apparatus, developed in the physiology depart- 
ment of Middlesex Hospital, London, for the contin- 
uous and automatic recording of blood pressure, was 
on view. A piezoelectric crystal on the finger responds 
to variations in the digital pulse. The output from 
the crystal controls the pressure in an occlusion cuff 
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surrounding the finger. An automatic blood cell coun- 
ter, using the wide-track scanning principle with a 
stationary beam and moving field, was exhibited. The 
time required for taking a blood cell count with the 
apparatus is one minute, with an error of 4%, An 
instrument was on view for automatic tissue fixation, 
dehydrating, washing, staining, and setting in wax or 
a similar agent. This can be set so that all the proc- 
esses are done overnight and the section is ready the 
next morning. 


Poliomyelitis Vaccination.—The Joint Committee on 
Poliomyelitis Vaccine has considered the advisability 
of suspending vaccination during the summer months. 
Last year vaccinations were stopped at the end of 
June because of the lack of knowledge about the pos- 
sible danger of provoking poliomyelitis by vaccina- 
tion. The committee sought information from the 
public health services of the United States, Australia, 
Canada, Denmark, Germany, and South Africa on the 
use of poliomyelitis vaccine at varying periods of the 
year. The surgeon general of the U. S. Public Health 
Service provided information on the results of polio- 
myelitis vaccination in all seasons. In Canada and 
Australia, no case of poliomyelitis provoked by vac- 
cination has been reported. In Great Britain, nearly 
400,000 injections of poliomyelitis vaccine have been 
given, and, in three cases, paralytic poliomyelitis de- 
veloped later. These occurred in the summer months. 
The Ministry of Health does not believe, however, 
that the attacks were provoked by the use of vaccine. 
After considering the evidence, the committee recom- 
mends that vaccination against poliomyelitis not be 
suspended in the summer months when the disease is 
most prevalent. Accordingly, the vaccine will be dis- 
tributed to local health authorities throughout the 
year as supplies become available. 


Scotland’s Health.—In 1956, 70,000 persons were em- 
ployed in Scotland to run the national health service; 
55,700 of these were full-time employees, and, of this 
number, 5,570 were physicians. Of the total number, 
1,400 were dentists, 29,300 were nurses and midwives, 
2,800 were pharmacists, 900 were opticians, 2,300 
were medical auxiliaries, 4,300 were administrative 
and clerical staff, and 23,000 were domestic staff. The 
infant mortality was 28.6 per 1,000 live births—the 
lowest on record. The main causes of death among 
schoolchildren were accidents (40%) and malignant 
disease (11%). There were 714 deaths from pulmonary 
tuberculosis and 85 from nonpulmonary forms, cor- 
responding to 14 and 2 per 100,000 population, respec- 
tively. Deaths from these causes are now only 20% of 
the number eight years ago. The decrease in the 
death rate from nonpulmonary tuberculosis is largely 
due to the eradication of tuberculous herds of cattle; 
99.5% of the cows in Scotland are tuberculin tested 
and the milk from the remainder is pasteurized. 


Raynaud’s Phenomenon.—The fact that the Raynaud 
phenomenon is precipitated by the use of vibratory 
tools is well known. In cold weather, those working 
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with such tools suffer from the condition, although 
the symptoms disappear when the body gets warm. 
Lloyd Davies and co-workers investigated the prob- 
lem in Singapore, where Raynaud’s phenomenon is 
unknown among men using vibratory tools, to find 
out whether it is masked or prevented by a warm 
climate (Lancet 1:1014, 1957). The seasonal tempera- 
tures of Singapore fall between the limits of 72 F 
and 91 F. The workers examined were employed in 
the dockyards using riveting and caulking tools driven 
by compressed air and delivering 1,600 to 3,000 blows 
per minute. All workers had been using these tools 
for many years. Skin temperatures of the hands were 
recorded before and after immersion in cold water 
for 10 minutes. They remained 3.6 F to 14.4 F above 
room temperature in all but 1 of 30 subjects tested, and 
there was no evidence of cyanosis, pallor, or numbness. 
It was concluded that Raynaud’s phenomenon is not 
caused by the use of vibratory tools in hot climates. 
There were, however, cystic changes in the bones of 
the hands in 20% of the workers examined radio- 
logically. 


Ineffectiveness of Aminitrozole in Trichomoniasis.—It 
has been stated that aminitrozole (Tritheon), adminis- 
tered orally, is effective against Trichomonas infec- 
tion in vitro and in vivo. Barnes and co-workers have 
been unable to confirm this (Brit. M. J. 1:1160, 1957). 
A series of 63 women with trichomonal vaginitis were 
treated—37 with 100 mg. of aminitrozole three times 
daily by mouth for 10 days and with a buffered vaginal 
jelly of pH 4 (Aci-jel) and 26 with the buffered 
jelly only. Only six were cured of trichomonal vaginitis 
—five in the treated group and one in the control 
group. The results were so disappointing that it was 
decided to abandon the trial. It was concluded that 
aminitrozole alone is ineffective for the treatment of 
trichomonal vaginitis, although there may be a place 
for it in conjunction with an effective trichomonicide 
used locally in the vagina, particularly in chronic 
cases. 


Manslaughter by Nurse.—In the British Medical Jour- 
nal of April 27 is a report of a death after paraffin 
injections into the breast. A Chinese woman in Hong 
Kong arranged with a nurse to have 11 injections into 
her breast in an attempt to improve her figure. After 
the first three injections she complained of a headache, 
weakness, and vertigo. Shortly afterwards she became 
comatose and was transferred to a hospital where she 
died. The cause of death was fat embolism due to 
the displacement of fat globules into the blood stream 
through a hematoma from a ruptured vessel. At the 
inquest, the jury returned a verdict of manslaughter, 
and a warrant for the arrest of the nurse was issued. 


Private Health Insurance.—The British United Provi- 
dent Association celebrated its 10th birthday on April 
2. The association is non-profit-making and exists to 
provide insurance against heavy medical and nursing 
expenses for those preferring private to National 
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Health Service treatment, and it has reported a most 
satisfactory expansion during its first 10 years. The 
initial staff of 17 has grown to over 300. The initial 
membership was 50,000. During the first seven years 
250,000 new members joined, and in the last three 
years another 250,000 joined. These figures seem to 
indicate that people are becoming increasingly dis- 
satisfied with the National Health Service. Only about 
3% of existing subscribers dropped out each year, but 
new subscribers joined at the rate of 30,000 a year. 
Administration originally cost about 25% of the sub- 
scribed capital, whereas last year only a little over 
10% of the income went for this purpose. Administra- 
tive costs were low because the governors received no 
payment for their services and there was practically 
no budget for advertising. 


Virus Research at Glasgow.—A new department of 
virology was endowed at Glasgow University on April 
26. A sum of $500,000 was provided by the Scottish 
Hospital Endowments Research Trust for building 
and equipping an institute and for its initial running 
expenses. The institute, which is to be within the 
university grounds, should be ready by about 1960. 
Its main purpose will be fundamental research into 
virus diseases of man, animals, and plants. A chair of 
virology, the first in Great Britain, will be established, 
and its occupant, besides directing the institute, will 
engage in a certain amount of postgraduate teaching. 
The Medical Research Council will attach a research 
unit to the institute, once it is functioning. 


Automation and Industrial Health.—At a meeting of 
the Ergonomics Research Society in April in Bristol, 
Mr. A. T. Welford of Cambridge said the general 
effect of automation was to reduce the load of fine 
adjustments while increasing that for sensory vigilance. 
Equipment should therefore be designed so as not to 
impose too great a strain on the operator or produce 
too great a demand on him in an emergency. Boredom 
is a special problem. It cannot be overcome by using 
dullards, since, in an emergency, skill and intelligence 
may be required. One answer may be to add some 
operation to the worker’s task which is not strictly 
necessary; another, perhaps, to employ two people, 
one for routine operation and the other intelligent 
enough to deal with emergencies. 

Dr. A. Lucas, of France, an industrial psychologist 
in a factory with a large amount of automation, spoke 
of the need to differentiate muscular from nervous 
strain. In general, automation lightens the muscular 
load in all departments of industrial plant, but wheth- 
er it also leads to an increase in nervous strain is hard 
to say because, so far, this question has not been ade- 
quately investigated. Since, with automation, the effect 
of errors is more serious, the responsibility of the 
maintenance worker higher, and machines more in- 
tricate, an increase in nervous strain may be expected. 
The increased number of electrical motors and equip- 
ment in the factory and the consequent increase in 
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noise are bound to impose an extra nervous strain 
also, if not counteracted by correspondingly better 
soundproofing. Mr. J. A. Sargrove, of London, pointed 
out that the general rule was for costs to rise pro- 
gressively with the amount of automation achieved 
and for complete automation the cost would be very 
high. There is, therefore, only a limited useful range 
for it and the human operator will always be needed. 


Shortage of Hospitals.—Mr. Wilfred Adams, writing 
in the British Medical Journal of May 4, stressed the 
need for new hospitals and elimination of the scandal 
of waiting lists for admission. Failure to develop new 
major hospitals, especially teaching hospitals, is a de- 
plorable hindrance to medical progress. The obduracy 
of the government in this respect is based on the plea 
for economy, but this excuse is not valid, because it 
spends much money in efforts to modernize existing 
old-style buildings. This constitutes an appalling 
waste because the massive, rigid masonry cannot be 
converted into what is needed today, nor can current 
engineering services, so vastly improved since the 
buildings were erected, be incorporated in these 
efforts. A constructive attitude towards the elimina- 
tion of the shortcomings of the National Health Serv- 
ice is needed. 


British Medical Association Office Scheme.—The Brit- 
ish Medical Association has decided to put up a $560,- 
000 four-story block of offices in Burton Street ad- 
joining existing headquarters in Tavistock Square. 
The B. M. A. will itself occupy some of the extra 20,- 
000 sq. ft. of office accommodation made available. 
Its activities have expanded in recent years and its 
growing medical library urgently needs more space. 
The new building will be linked with B. M. A. House, 
which already houses a variety of medical and health 
organizations. In this way, a physician who has to 
visit headquarters is now able to fit in calls on other 
medical bodies without much trouble. As a result of 
the new plan he will find even more medical organ- 
izations readily accessible in the future. Some doctor 
critics have objected to “the association going into the 
real estate business.” Callander, the treasurer, in- 
formed them it would get a return of at least 6.5% on 
its investment. This is better than can be obtained 
from trustee securities. Advocates of the scheme say 
the development will prevent any move to put up a 
block of council flats on land adjoining the associa- 
tion’s headquarters. 


WORLD HEALTH ORGANIZATION 


Genetic Effects of Radiation.—Radiation is one of the 
agents that produces genetic mutation in a wide range 
of organisms from bacteria to mammals. A group of 
20 international experts was. therefore, brought to- 
gether by the World Health Organization (WHO) in 
Copenhagen last August to discuss problems con- 
nected with the effect of radiation on human heredity. 
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This group has produced a report which, with a num- 
ber of specialized papers prepared by certain of its 
members, will be published by WHO. Advance copies 
of the text are in the hands of members of the United 
Nations Scientific Committee on the Effects of Atomic 
Radiation. Man’s most unique and precious possession 
is his hereditary material, which must determine the 
health and orderly development of future generations. 
The well-being of the descendants of the present gen- 
eration is threatened by developments in the use of 
nuclear energy and of sources of radiation. Since ad- 
ditional mutation tends to be harmful to individuals 
and their descendants, all man-made radiation must 
be regarded as potentially harmful from the genetic 
point of view. 

Present developments in the peaceful use of nuclear 
energy should contribute much to man’s social and 
cultural development, and, therefore, some risk must 
be accepted. If, however, the dangers are to be mini- 
mized, every possible step must be taken to reduce 
the exposure of man to radiations and to understand 
the effects of exposure. Only in the light of more 
knowledge can decisions be taken to define more 
accurately the maximum amount of exposure that may 
be received by persons and populations without risk 
of serious harm. There are strong grounds for believ- 
ing that inherited effects of radiation are cumulative. 
A small amount of radiation received by each of a 
large number of persons can, therefore, do an ap- 
preciable amount of damage to the population as a 
whole, although the effects may not appear for a 
number of generations. It is therefore desirable to 
limit the accumulated radiation doses received by the 
gonads, particularly in persons under 30 years of age, 
in order to minimize the average dose to the gonads 
of the population as a whole. The most important 
sources of radiation to the gonads at present are from 
the natural radiation (at a normal level between 2 
and 5 r per person in 30 years) and from the radiation 
received by patients undergoing medical x-ray ex- 
amination (probable average in certain countries be- 
tween 1 and 3 r per person in 30 years). If exposure 
during therapeutic x-ray treatment is also considered, 
the total exposure would be greater. It is difficult to 
get sound data for estimating how much radiation 
due to therapeutic exposures is received by persons 
before the age at which procreation may be expected 
to be ended. One member of the group of experts 
pointed out that radioscopic apparatus, sometimes 
not adequately shielded, is to be found more and 
more frequently in the offices of general practitioners, 
who do not have the basic training in radiology 
needed to prevent undue exposures. 

Prof. R. M. Sievert, of Stockholm, in a paper which 
accompanies the report refers to artificial radioactive 
products distributed in nature as a result of military 
tests of atomic weapons. Professor Sievert recognizes 
that the group was primarily concerned with the 
peaceful use of atomic energy and the effects of the 
future disposal of radioactive wastes from such peace- 
ful uses. He points out, however, that it is essential 
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to consider the evidence obtained after atomic weapon 
tests, since such information is the best at present 
available for the study of problems in the field of 
artificial radioactive elements distributed in nature. 
Recent measurements from large samples of food- 
stuffs in Sweden have shown that such foods as milk, 
beef, corn, and vegetables contain artificial radioactive 
elements, with a radiation level in many cases exceed- 
ing that due to the naturally-occurring radioactive 
constituents of animals and plants. It is difficult to 
predict what will in the future be the most important 
sources of radiation from artificial radioactive ele- 
ments distributed in nature. There is reason to be- 
lieve that the problems of disposal of radioactive 
wastes will be satisfactorily solved and that precau- 
tions in the handling and use of radioactive material 
will be adequate, but accidents and unforeseen events 
may gradually spread radioactive substances beyond 
control. They could then follow unknown paths and 
be harmful to mankind in ways that would become 
known to us only after long experience. 

In conclusion the group lists eight recommenda- 
tions, including the establishment of more institutions 
and large university departments concerned with hu- 
man genetics and improved teaching in this branch; 
the systematic registration of serious hereditary dis- 
eases; and efforts by United Nations agencies toward 
the collection and publication of information on such 
subjects as fertility, consanguineous marriages, and 
parental ages, which are so essential as background in 
human biological studies. As an approach to control 
and to provide basic information on radiation ex- 
posure and effects on man, it is essential that methods 
be found of recording exposures to persons and popu- 
lations, however difficult this may prove. 


Addiction-Producing Drugs.—In the seventh report of 
the Expert Committee on Addiction-Producing Drugs 
(WHO Technical Report Series no. 116), the commit- 
tee revised its definition of addiction-producing and 
habit-forming drugs, which had been set up in 1950. 
Drug addiction is defined as a state of periodic or 
chronic intoxication produced by the repeated con- 
sumption of a drug (natural or synthetic). Its charac- 
teristics include (1) an overpowering compulsion to 
continue taking the drug and to obtain it by any 
means; (2) a tendency to increase the dosage; (3) a 
psychic and generally a physical dependence on the 
effects of the drug; and (4) detrimental effect on the 
individual and on society. The only difference be- 
tween this and the previous definition is the addition 
of (4). 

Drug habituation is defined as a condition result- 
ing from the repeated consumption of a drug. Its 
characteristics include (1) a desire but not a compul- 
sion to continue taking the drug for the sense of im- 
proved well-being which it engenders; (2) little or no 
tendency to increase the dosage; (3) some degree of 
psychic dependence on the effect of the drug, but 
absence of physical dependence and hence of an ab- 
stinence syndrome; and (4) detrimental effects, if any, 
primarily on the individual. This definition is new. 
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Many authorities believe that all drugs that are 
used therapeutically for a sedative or tranquilizing 
effect to promote sleep or to relieve anxiety may be 
habit-forming. Some drugs that are used for a stimu- 
lating or exhilarating effect may also be habit-forming. 
With both types, the essential factor presumably is 
improvement in the sense of well-being. Habituation 
with these agents is not primarily or essentially an 
abuse, except that it may lead to unduly prolonged 
or excessive administration not related to symptomatic 
relief. Such excessive administration may result in 
physical dependence and the development of a true 
addiction. The rapidly increasing use of tranquilizers 
has become a cause for concern in a number of coun- 
tries, and the experts believe that these drugs must 
be classed as potentially habit-forming. Because they 
can produce habituation and, under conditions of 
excessive use, characteristic withdrawal symptoms, 
they resemble the barbiturates and should be sub- 
jected to national control. Their continuing clinical 
use should be followed closely for an eventual evalua- 
tion of their relation to public safety. 

As regards barbiturates, the committee noted that 
their consumption continues to increase and that the 
situation has not improved. Barbiturates are habit- 
forming and in some circumstances can produce a 
drug-addiction dangerous to public health. Measures 
to control barbiturates at the national level are suf- 
ficient but need close attention and, in some instances, 
definite strengthening, for which certain proposals 
have been made. Furthermore, some new synthetic 
substances with morphine-like effect were classified 
according to the international conventions. In regard 
to heroin, the committee noted the persistence of a 
small residuum of legitimate use but maintained its 
standpoint, repeatedly expressed, that heroin is not 
indispensable in therapeutics. It urged continuation 
of all possible measures, consistent with effective 
clinical practice, to bring about the replacement of 
heroin by agents that may be used with less risk to 
public health. 


Multiple Sclerosis.—The first international statistics 
on mortality from multiple sclerosis include data col- 
lected in 13 European and 7 non-European countries 
(Epidemiological and Vital Statistics Report, vol. 9, 
no. 11, 1956). The cause of multiple sclerosis is still 
unknown. It is more common than was supposed, may 
affect any part of the central nervous system, and may 
first appear at any age. It is most common, however, 
in the 20-to-40-year age group. It runs a slow but 
progressive course. Sufferers may survive from 10 to 
15 years. In the countries studied, mortality from 
multiple sclerosis represented from 0.1% to 0.3% of 
the general death rate, both in recent years and in the 
period preceding World War II. The highest death 
rates are noted in Scotland, France, and Northern 
Ireland; the lowest are found in Japan. In general, 
there are more victims among women than men. The 
yearly average mortality (1952 to 1954) per 100,000 
persons varied with respect to men from 0.1% in 
Japan to 3.1% in France and with respect to womie! 
from 0.1% in Japan to 3.8% in Northern Ireland. 
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MISCELLANY 


CLINICAL USE OF TOLBUTAMIDE IN 
DIABETES MELLITUS 


A STATEMENT BY THE AMERICAN DIABETES 
ASSOCIATION 

Tolbutamide (Orinase), a hypoglycemic agent for 
oral use, recently has been released by the Food and 
Drug Administration and is being generally distributed 
for use by prescription. This statement by the Ameri- 
can Diabetes Association confirms in virtually every 
detail the editorial which appeared in a recent issue 
of THE JouRNAL.' Members of the medical and allied 
professions should be fully informed concerning this 
new drug. 

It is a sulfonylurea compound with the empirical 
formula C,;2H,sN2O,S. It lowers the blood sugar level of 
normal animals and man and of some, but not all, 
diabetic patients. The mechanism involved is stil] un- 
known, but it seems clear that it is ineffective in the 
complete absence of insulin; hence, it cannot be con- 
sidered a true substitute for insulin. 

According to the manufacturer, experience with 
more than 5,000 cases has revealed no deaths clearly 
attributable to the drug during the one and one-half 
years that it has been employed in the United States. 
Toxic reactions, none of them serious thus far, have 
occurred in approximately 3% of the cases. They have 
consisted chiefly of gastrointestinal disturbances, cuta- 
neous eruptions presumably due to hypersensitivity, 
headache, and some intolerance to alcohol. 

Tolbutamide is contraindicated in those patients 
with onset of diabetes in childhood or adolescence, 
those with unstable diabetes, those with a history of 
diabetic coma, those undergoing surgical operations, or 
those with existing complications such as ketosis, 
acidosis, infection, severe trauma, disease of the liver, 
thyroid or kidneys, or any other condition that usually 
increases the requirement for insulin. In such situations 
insulin is essential, and attempts to replace it with 
tolbutamide would be dangerous. There is little or no 
published information concerning the effect of this 
drug in pregnancy. 

There is, of course, no point in prescribing the drug 
when diabetes can be controlled with diet alone. 

Tolbutamide is most effective in adult patients with 
relatively mild diabetes who have required small to 
moderate doses of insulin. The best test for responsive- 
ness is the administration of the drug for a period of 
seven days, during which insulin is withdrawn grad- 
ually and tests of the urine for glucose and ketone 
bodies are performed three times daily. 

The dosage of tolbutamide and the method of at- 
tempting its substitution for insulin vary with circum- 
stances. Ordinarily, 3 Gm. of the drug is given on the 
first day, 2 Gm. on the second, and 1 Gm. on the third. 
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This method of initiating treatment is applicable 
whether the patient has been using insulin or not. 
Maintenance is provided by divided doses totaling from 
0.5 to 1.5 Gm. (never more than 2 Gm.) daily and must 
be determined on the basis of experience in each case. 
Insulin should never be withdrawn abruptly. In 
cases in which the previous daily requirement has 
been less than about 30 units, initiation of treatment 
with tolbutamide may be accompanied by a simulta- 
neous reduction of 30 to 50% in the dose of insulin, 
further reductions being made gradually so long as 
levels of blood and urinary glucose remain satisfactory. 
Patients who have required more than about 30 units 
daily may reduce their dose by 20% on the first day of 
tolbutamide therapy, further reductions being made 
very cautiously. In daily observation the development, 
at any stage, of sustained hyperglycemia or glycosuria 
or any sign of ketosis calls for the abandonment of 
oral therapy and prompt reversion to maintenance 
doses of insulin. If the blood sugar level remains within 
reasonable limits, however, oral treatment may be con- 
tinued, the patient returning for examination at weekly 
intervals for the first month, then at two-weekly and 
finally at monthly intervals. The periodic examination 
should include a urinalysis for glucose and ketone 
bodies, determination of the blood sugar level, and a 
white blood cell count, with a differential count if the 
latter is low. Determinations of serum alkaline phos- 
phatase and sulfobromophthalein excretion seem to be 
the most sensitive tests for suspected hepatic damage. 
If not hospitalized, the patient must test the urine 
at home, informing the physician of any increase in 
glycosuria. He must be made to understand that close 
adherence to diet is just as important as when insulin 
is used. 
The patient should be warned about the possibility 
of hypoglycemia while both insulin and tolbutamide 
are being taken during the period of stabilization. 
Combined therapy with both agents for purposes of © 
maintenance is pointless. 
If side-reactions, including gastrointestinal symptoms 
or allergic manifestations, occur, use of the drug should 
be discontinued in favor of insulin. 
Uncertainty as to the mode of action of tolbutamide 
and the brevity of experience with it when compared 
with the many years over which diabetes must be 
treated require that it be prescribed by physicians, 
dispensed by pharmacists, and used by patients with 
caution. The manufacturer has prepared a leaflet in 
which safeguards are given appropriate emphasis. The 
drug has been released by the Food and Drug Admin- 
istration for sale on prescription only. This means that, 
in order to avoid violation of the law, pharmacists who 
are accustomed to dispensing insulin without prescrip- 
tion to patients familiar with its use must resist any 
temptation to do so with tolbutamide. 
During the past few months a guanidine derivative, 
temporarily designated “DBI,” has been tested in 
clinical and experimental diabetes. This substance be- 
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longs to a different chemical family from that of 
tolbutamide. The available information is too scant as 
yet to allow any, even preliminary, conclusion. 

It is hoped that the investigators working in the 
field will be given undisturbed and unpressured time 
to investigate fully any of these drugs, so that pre- 
mature introduction into general use does not occur. 

Informational Committee on Oral 
Hypoglycemic Compounds 

American Diabetes Association, Inc. 

Artuur R. Sr., M.D., Chairman 

Dwicut INGLE, Ph.D. 

Maurice Kraut, Ph.D. 

RACHMIEL LeEvinE, M.D. 

Henry T. Ricketts, M.D. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Statute of Limitation: Fraudulent Concealment of 
Cause of Action.—This was an action for damages 
alleged to have been caused by the negligent conduct 
of the defendant physician. From a judgment of the 
trial court in favor of the defendant on the ground 
that the action had been barred by the statute of 
limitation, the plaintiff appealed to the court of ap- 
peals of Tennessee. 

The patient, suffering intense pain in his chest, left 
shoulder, and left arm, was referred to the defendant, 
a neurosurgeon, to see if anything could be done to 
relieve his situation. He informed the defendant that 
he had a horror of operations on the spine and that 
he wanted it understood that he would not submit to 
any such procedure. The defendant advised and 
recommended that the patient submit to a rhizotomy, 
which he said was a very simple operation, consisting 
of a clipping or severance of the nerves leading 
through the painful area by making an incision on the 
left side of the spine parallel with the spine and ap- 
proximately 1 in. to 1.5 in. therefrom; the operation to 
be performed under a local anesthetic. The defendant 
assured the patient and his wife that the only effect 
of the operation would be a deadening of the little 
finger and, to a certain extent, of the ring finger 
and middle finger. He also assured the patient and 
his wife that the spinal column would not be invaded. 
After the operation, the patient lost the use of his 
shoulder and arm to such an extent that, when he was 
on his back, he could not get up without assistance. 
Nine months later he went to another physician, who 
took an x-ray that showed that the spine had been 
involved. In fact, the physician who examined the 
x-ray exclaimed, “He sure took a chunk out of your 
spine.” The patient died before the suit was brought 
to trial, and his wife was substituted as the plaintiff. 
She contended that this x-ray was the first time she 
or her husband had any knowledge that anything 
other than a clipping of the nerves had been involved 
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in the operation. Suit was filed more than one year 
after the operation and less than one year after the 
discovery of the cause of action, but the defendant 
physician contended that the suit was barred by the 
one-year statute of limitation. 

The law is settled in Tennessee that mere ignorance 
and failure of the plaintiff to discover the existence of a 
cause of action will not prevent the running of the stat- 
ute of limitation. There is an exception to this latter 
rule, however, said the court, where the cause of action 
has been fraudulently concealed by the party responsi- 
ble. for same. It is contended by the defendant that 
such fraudulent concealment of a cause of action must 
consist of the employment of some artifice planned to 
prevent inquiry, or to escape investigation and to mis- 
lead or hinder acquirement of information disclosing a 
right of action. The plaintiff, on the other hand, while 
conceding the soundness of the defendant's proposition, 
contends that there is an exception to same, where 
there is a confidential or fiduciary relationship be- 
tween the plaintiff and the defendant whom it is 
alleged has fraudulently concealed the cause of action, 
in which case failure to speak, where there is a duty 
to speak, is the equivalent of some positive act or 
artifice planned to prevent inquiry or escape investi- 
gation. It is pretty generally conceded, the court 
pointed out, that a physician is in a position of trust 
and confidence as regards the patient and that his op- 
portunities to influence the patient are unusual. 

Aside from the relationship of physician and pa- 
tient that existed in this case, said the court of ap- 
peals, there was in the record testimony of the plain- 
tiff tending to show affirmatively that the defendant 
deliberately and intentionally concealed from his pa- 
tient the facts material to this lawsuit. The plaintiff 
was asked, “Did he [referring to the defendant] say 
anything about the operation to the effect that he had 
clipped the nerve?” The plaintiff answered “No sir, he 
did not. He said—Wait a minute—Yes, he said he 
clipped the nerves.” “Did he tell your husband how 
he had clipped them?” “No, sir, he did not.” Certainly, 
said the court, when the defendant physician made 
the specific statement to his patient that he had 
clipped the nerves, the patient had a right to assume 
that the nerves in question had been clipped in the 
manner agreed on before the operation was _per- 
formed; and failure on the part of defendant to then 
and there advise his patient that the program agreed 
on and authorized had been departed from was suf- 
ficient to have warranted the jury in finding as a fact 
that defendant fraudulently concealed his misfeasance. 
In view of the fact that on an appeal from a ruling 
sustaining a defendant’s motion for a directed verdict, 
all fair inferences should be indulged in favor of the 
plaintiff, and, taking into consideration the above 
testimony, the court of appeals held that the trial 
judge was in error. Certainly, said the court of appeals, 
the defendant had, and the plaintiffs declaration 
charged him with having had, actual knowledge of 
the character of the operation that he had performed, 
which it is claimed he fraudulently concealed. 

The judgment of the trial court in favor of the de- 
fendant physician was accordingly reversed, and the 
cause remanded for a new trial. Hall v. DeSaussure, 
297 S.W. (2d) 81 (Tenn., 1956). 
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THE LEISURE CORNER 


SPORTS CARS 


Sports cars, foreign or domestic—whether they are 
raced competitively or just “let out” to bolster the ego, 
whether purchased for performance or just plain pres- 
tige, whether expensive or the carefully nursed ja- 
lopies that Junior trades for “an even better buy” 
three times a year—remain the darlings of America 
today. Owners have formed their own association, the 
Sports Car Club of America, and dozens of publica- 
tions are devoted specially to them. 

What is a sports car and what makes sports car 
enthusiasts? There seems to be a very fine line between 
what a sports car is and what it is not. For the layman 
it might be defined as a machine specially designed 
for easy maneuvering, endurance, roadability, and 
speed. Within certain limits almost any person’s pet 
buggy can fall into line. The answer to what makes 
the avid fan is somewhat easier. Sports cars not only 
are pleasing to look at and a delight to drive, they 
have opened a new area of fun for the whole family. 

Sports car racing came into favor here after World 
War II. The sports car was brought over from Europe, 
where it has long been a favorite. The first race in the 
United States was held at the famous Sebring track in 
Florida, in 1951, and since then races have been held 
in practically every state in the union. You can spend 
anything from a day or a weekend to your whole vaca- 
tion on them, depending on your time and the contents 
of your pocket. You can follow the Grand Prix races at 
such famous European courses as at Le Mans and 
Monaco. You can also view the races at famous tracks 
in this country, such as in Watkins Glen, N. Y., Elkhart 
Lake, Wis., and Palm Springs, Calif., or make a day of 
it at home at a track nearby. The Sports Car Club of 
America (SCCA) and such publications as Sports Car 
Illustrated, Road and Track, Auto Age, Mechanix IIlus- 
trated, and Car Life, plus British publications such as 
Auto Sport, The Motor, and Auto Car, offer a great 
deal of explanation regarding the races. 

Sports car races in this country are held on road 
tracks especially designed to test the skill of the driver 
and the performance of the car under difficult condi- 
tions. Speed is not the only factor, although it is cer- 
tainly important. The track includes hard hills and 
steep downgrades, and many types of sharply banked 
turns. Many of the newer tracks in this country are 
“closed,” privately owned courses laid out away from 
the main highways and in such a way that spectators, 
for their own safety, may be controlled. Two tracks of 
this kind are the Thompson track in Connecticut and 
the Bridgehampton track on Long Island. The specta- 
tor makes an all-day picnic of the affair, choosing for 
his view of the race a spot near the type of terrain he is 
most interested in. Races are judged in one of two 
fashions: there is either a set time for the race and the 
driver is judged by the number of laps he completes in 
that time, or the number of laps is set and the winner 
is the driver who completes them in the shortest time. 
Once the driver has started, he is entirely on his own. 
In an emergency the driver must be able to do a lot 
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more than drive, for he may have no assistance what- 
soever. He must be his own mechanic, fix his own flat 
tires, and, if necessary, do his own towing—by man- 
power, not horsepower. 

Enthusiasm for the sports car has affected large areas 
of the population aside from owners. The sports car is 
responsible for the “car coat” and most probably for the 
return of the man’s cap and the woman's “car hood.” 

To those whose knowledge of cars is limited to what 
they observe parked at the curb and through show- 
room windows, all foreign cars may seem to fall into 
the sports car class. Actually, not all foreign cars are 
sports cars, and there are several American sports cars. 
Ford features the Thunderbird and Chevrolet, the Cor- 
vette. One of the earliest European cars to be imported 
on a mass scale is the British MG. While the MG did 
much to popularize foreign sports cars in this country, 
it is also responsible for a stereotype that has influenced 
people to think of European autos as cramped, drafty, 
and bumpy riding. Some of them might be so, but with 
so many European companies now casting an economic 
eye towards the American car market, comfort, along 
with fine engineering, is taking up more of the Euro- 
pean designer's time. The American concern for auto- 
motive comfort, as epitomized by the luxury-orientated 
products of Detroit, combined with the European need 
for cars that will withstand a variety of physical beat- 
ings, ranging from rutted roads to extremes in temper- 
ature, has resulted in a hybrid strain of automobiles 
with specifications that are attractive on both sides of 
the Atlantic. . 

The largest-selling foreign cars in the United States 
today are those in the medium-sized, family-car class, 
such as the Borgward Isabella from Germany; MG 
Magnette from England; and the Volvo, from Sweden, 
all of which have a wheel base about 102 in. long. 
Other European cars that fall into the small car group- 
ing are the Morris Minor, Hillman Minx, Hillman 
Husky, and Sunbeam Rapier from England and the 
Citroen 2 CV, Renault Dauphine, and Renault CV4 
from France. Most prices are from $1,500 to $2,000, al- 
though the Borgward, Magnette, and Sunbeam fall 
into the $2,300 to $2,500 range. 

An interesting way to gauge what might be expected 
of a foreign sports car in the way of performance is to 
recall your grammar school geography and the features 
of the country that the car of your choice was originally 
built for. Because most European countries have their 
share of bad roads, many of the European cars are 
built to take the bumps with ease. A good example of 
a car engine made to adapt to the temperatures of its 
homeland is the Volvo. It was designed for a country 
sheeted in snow some six or seven months of the year. 
Yet the Volvo is also popular in Africa and the Near 
East, where it has never been known to overheat. 

Psychologists have pointed out that cars have be- 
come a prestige item as important as a new suit or a 
well-shined pair of shoes. They reflect your personality 
and your economic status. Sports cars of the kind meant 
to be raced are supposedly purchased by people who 
want to show that they are different from the crowd. 
The individual who is perhaps less concerned with 
proving his uniqueness, yet who is interested in trying 
something new that makes sense, finds that the foreign 
family car may fill the bill. 
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Serum Glutamic Oxalacetic Acid Transaminase (GO-T) 
in Diseases of the Heart, Especially in Acute Coronary 
Occlusion. K. Iversen, N. UL Bang and S. Madsen. 
Ugesk. lager 119:239-243 (Feb. 28) 1957 (In Danish) 
[Copenhagen]. 


When the history is not characteristic and the elec- 
trocardiogram does not present typical changes, the 
early diagnosis of acute coronary thrombosis may be 
difficult. As a rule, the correct diagnosis will be 
reached after observation for some days during which 
the electrocardiograms, sedimentation rate, and leuko- 
cyte counts are observed. The authors found good 
agreement between the diagnoses based on such clin- 
ical evaluation and the outcome of the serum tran- 
saminase tests. Transaminase determinations aid in 
more rapid diagnosis in the clinically uncertain cases. 
The transaminase reaction, which is a direct expres- 
sion of a myocardial necrosis, is far more specific than 
the other methods of examination. Increased tran- 
saminase activity in the serum also occurs in a number 
of other diseases—injury to the liver parenchyma; 
acute myocarditis; injury to the skeletal musculature, 
as in operations; and extensive gangrene; and in some 
more infrequent affections, such as dermatomyositis 
and progressive muscular dystrophy—but, if these 
disorders can be excluded, a rise in the transaminase 
activity strongly suggests recent coronary thrombosis. 
After a coronary occlusion, the serum transaminase 
will show a characteristic sharp rise that reaches a 
maximum in the course of hours and then falls to 
normal values, a pattern not typical for any of the 
other disorders, in which the values, as a rule, con- 
tinue high for a longer time. 


A 36 Year Study of Diseases of the Chest on a Uni- 
versity Campus. J. A. Myers, R. E. Boynton and H. S. 
Diehl. Journal-Lancet 77:117-128 (April) 1957 [Minne- 
apolis]. 

A total of 7,640 students and faculty members were 
examined for chest conditions at the clinic for the 
diagnosis and treatment of tuberculosis and other dis- 
eases of the chest at the University of Minnesota Stu- 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As- 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re- 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days, Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma- 
nent possession only from them. 


dents’ Health Service between 1920 and 1956. Many 
of these persons showed no evidence of clinical dis. 
ease, 86 had bronchiectasis, 8 had pulmonary cysts, 
98 had spontaneous pneumothorax, 545 had _ pleural 
adhesions, 19 had sarcoidosis; and chronic hyper. 
trophic emphysema was observed in a few persons, 
The diagnosis of reinfection or a clinical type of pul- 
monary tuberculosis was given to 1,063 persons. 
Students of nursing and medicine made up a maior 
portion of those with clinical tuberculosis. Tuberculin 
testing of students entering these schools quick 
screened out those who had not previously been in- 
tected with tubercle bacilli, and periodic testing of 
these persons promptly identified those who became 
infected while in school. Periodic examinations of 
medical and nursing students as well as those in other 
schools and colleges on the campus including tuber- 
culin testing, and roentgenograms of the chest were 
made from the time they entered the university until 
graduation. The effectiveness of these methods was 
remarkable. 

The opinion, which has long been held, that primar 
tuberculous infections are much more serious when 
acquired in adulthood rather than in childhood has 
not been substantiated by the authors’ observations. 
Students who become infected while in school and 
after vraduation tolerated the infection in the same 
manner as those infected as children. When it was 
realized that only gross lesions cast demonstrable 
shadows with adequate consistency, the tuberculin 
test was recognized as the most important diagnostic 
agent. This alone justifies the diagnosis of priman 
tuberculosis. The 1,063 persons with diagnoses of 
tuberculosis fell into 2 groups. The first group in- 
cluded those who had clinical disease before entering 
the school. The lesions were well controlled in many 
of them, while others were still under treatment. Be- 
cause tuberculosis is a notoriously relapsing disease. 
a close check was kept on all students entering the 
university after having had clinical tuberculosis, 4l- 
though they had apparently recovered. For tuber: 
culous students under their jurisdiction, the Veterans 
Administration supplied reports of periodic examina- 
tions. For students previously treated in local sana- 
toriums or by private physicians, periodic reports were 
requested from the sanatorium or from the private 
physicians. The second group of students with clinical 
tuberculosis were those who were first found to have 
the disease on entrance or those in whom it developed 
while they were on the campus. Between 1934 and 
1955, there were 218 entering students who had been 
previously treated for pulmonary tuberculosis. Wher 
their conditions were orizinally diagnosed, 85. had 
minimal disease and 133 had advanced disease. Dur- 
ing the same years, tuberculous lesions were found it 
277 students on admission or while they were i 
school. Of these, 229 had minimal disease and 48 ha‘ 
advanced disease when it was first detected. 
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Comparative Study of the Results of Treatment of 
Ordinary Tuberculosis with Tuberculostatic Agents 
Associated or Not with Prednisolone. R. Verbeke, J. 
Bekaert, R. de Brabandere, A. Gyselen and J. Steyaert. 
Acta tuberc. belg. 47:439-457 (Dec.) 1956 (In French) 
[Brussels]. 


No appreciable difference was found when the re- 
sults obtained in 92 patients with ordinary pulmonary 
tuberculosis treated with prednisolone and the stand- 
ard antituberculous drugs were compared with those 
obtained in 128 similar unselected patients receiving 
only combined antituberculous drugs. The treatment 
was given for periods of 12 to 16 weeks. Prednisolone 
was Clearly a failure in 71 patients to whom it was 
given in a total daily dose of 7.5 mg. The number of 
patients who were given total doses of 20 or 25 mg. 
a day was too small (20) to be validly compared with 
those receiving the smaller dose, but the results ob- 
tained in the whole group of 92 patients were no bet- 
ter than those obtained in the 71 who received only 
7.5 mg. 

Corticotherapy may perhaps be useful as a supple- 
mentary treatment for patients whose lesions are re- 
cent or predominantly exudative or for those with 
reduced urinary corticosteroid excretion levels. The 
fact that patients in this last category responded less 
well to prednisolone than did those with normal pre- 
treatment levels may be an indication that the dosage 
was inadequate. The authors emphasize the dangers 
accompanying corticotherapy in patients with ordinary 
pulmonary tuberculosis, as shown by a definite de- 
terioration in the pulmonary status in 5 patients after 
either the withdrawal of prednisolone or a reduction 
in the dosage given. 


Epidemic Histoplasmosis. P. H. Lehan and M. L. 
Furcolow. J. Chron. Dis. 5:489-503 (April) 1957 [St. 
Louis]. 


The authors review the clinical, roentgenologic, and 
epidemiologic features of 41 epidemics of histoplasmo- 
sis, 38 of which occurred in rather widely separated 
areas in 17 states of the United States, and involved 
more than 400 persons. Two epidemics occurred in 
South America and 1 in South Africa, indicating that 
the problem of histoplasmosis is not limited to North 
America, Although it is unquestionably true that the 
knowledge of histoplasmosis and its prevalence is most 
advanced in the United States, cases have been re- 
ported from almost every country in the world. 

The criteria used to establish Histoplasma capsu- 
latum as the causative agent in an outbreak of 
pulmonary disease are (1) the presence of positive his- 
toplasmin skin tests, (2) the presence of positive sero- 
logic tests for histoplasmosis, (3) the isolation of H. 
capsulatum from the “point source”, (4) the roentgeno- 
graphic appearance of miliary calcification in the 
lungs, and (5) the isolation of the fungus directly from 

or more patients in some epidemics. The clinical 
findings were remarkably constant—a sudden onset of 
general malaise followed within about 24 hours by 
chills, fever, and nonproductive cough. Remitting 
temperatures up to 106 F (41 C) were not unusual, 
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and a low-grade fever occasionally persisted for many 
weeks. A retrosternal pressing sensation that was 
aggravated by deep inspiration and swallowing was 
probably related to expanding mediastinal lymph 
nodes. Pleuritic pain, usually of short duration, was 
not uncommon. With the subsidence of fever, the 
patients usually felt well except for fatigue persisting 
for periods of up to 6 months. Many small family epi- 
demics, which included younger children, occured. 
Most of the patients with epidemic histoplasmosis had 
severe attacks and marked roentgenographic changes 
that were due to exposure to heavily infected dust in 
a closed or semiclosed area. Aside from the size of 
the infecting dose, host resistance apparently played 
some role in the course of the disease. Four of the 5 
deaths reported in epidemics of histoplasmosis _re- 
sulted from dissemination of the disease in young 
children. This case fatality rate of 1% greatly ex- 
ceeded that of endemic histoplasmosis. 

The roentgenologic findings varied from the mildest 
lymph node enlargement or the smallest detectable 
single pulmonary nodule to the widespread and well 
known “snow storm” picture. Variations included 
single or multiple pneumonic areas and findings of 
primary atypical pneumonia. Relapses and recurrences 
of histoplasmosis were not unusual, although less com- 
mon in the epidemic type. The chronic form of the 
disease developed in some patients in all age groups. 
The incubation period varied from 7 to 14 days. At- 
tack rates remained high, with lung lesions and illness 
occurring in most of those exposed and the number 
of lesions being roughly related to the degree of ex- 
posure. In most epidemics the patients were predomi- 
nantly young adults. Twelve of the 41 epidemics were 
associated with handling of chicken excreta, 7 with 
handling of pigeon excreta, and 3 with handling of bat 
excreta. Twenty-three of the 41 epidemics were asso- 
ciated with exposure to bird excreta. Visits to a farm 
or playing in a cellar, barn, or cave accounted for 13 
more epidemics. Most of the patients affected during 
the epidemics of histoplasmosis recovered. The pro- 
longed hospitalization necessary in many of them 
justified experimental drug therapy. Amphotericin B, 
an antibiotic, and Amebacide, a bistertiary amine 
preparation, appeared to benefit severe cases of epi- 
demic histoplasmosis. 


Benign Pulmonary Histoplasmosis (Cave Disease) in 
South Africa. J. F. Murray, H. I. Lurie, J. Kaye and 
others. South African M. J. 31:245-253 (March 16) 1957 
(In English) [Cape Town]. 


The occurrence of an acute pneumonitis in 3 stu- 
dents 14 days after they had explored deep limestone 
caves in one of the districts of Transvaal suggested 
to the authors that benign pulmonary histoplasmosis 
might occur in South Africa. By contacting all past 
and present members of the Transvaal Speleological 
Society, a complete medical history together with 
chest roentgenograms were obtained and their histo- 
plasmin sensitivity was studied. Suitable control groups 
were investigated along similar lines. All new mem- 
bers of this society were observed before and after 
their initial visits to suspected caves. An attempt was 
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made to isolate Histoplasma capsulatum from the soil, 
atmosphere, and fauna of the caves in the Transvaal. 
Experimental animals were exposed in caves in which 
human beings contracted pulmonary disease. 

The appearance of an acute respiratory infection 
within 5 to 18 days after spending some hours in cave 
exploration was observed in 46 persons who were 
contacted through the Transvaal Speleological Asso- 
ciation. A change of the reaction to the histoplasmin 
test from negative to positive followed the illness, 
and, in most of the patients, variable radiologic 
changes were observed in the lungs during the acute 
phase. Of 19 patients examined during the acute 
phase, a widespread miliary nodulation was found in 
7, a patchy loss of translucency similar to the changes 
seen in a virus pneumonitis was observed in 7; 3 had 
coarse ill-defined, pea-sized nodules, and 2 showed a 
generalized increase in bronchovascular markings. 
Despite radiologic and clinical evidence of pneu- 
monitis, physical signs on auscultation of the lungs 
were remarkably few. No hepatomegaly, splenomega- 
ly, or enlarged lymph nodes were found. Depending 
on the severity of the attack, the acute stage of the 
illness lasted from 1 to 21 days, after which recovery 
was complete although convalescence was often pro- 
longed in severe cases. The severity of the attack was 
directly related to the length of exposure; those who 
had spent not less than 6 hours in the infected caves 
had the most severe disease. Pulmonary calcification 
was not found in any of the patients, but the longest 
follow-up period from the time of the acute phase 
was only 3% years. Of 10 patients in whom histo- 
plasmin complement-fixation tests were made during 
the acute stage of the disease, positive results were 
obtained in 6. Attempts to isolate H. capsulatum from 
the sputum and blood of patients were uniformly un- 
successful. The fungus, however, was recovered from 
at least 1 of the monkeys, guinea pigs, rabbits, rats, 
and mice exposed to the dust-laden atmosphere in the 
caves. Thus, evidence was furnished that the patients 
derived their infection from the atmosphere of in- 
fected caves. 


SURGERY 


Results from the Surgical Treatment of Mitral Stenosis. 
L. E. January, G. N. Bedell, E. O. Theilen and others. 
J. Iowa M. Soc. 47:180-183 (April) 1957 [Des Moines, 


Iowa]. 


Mitral valvuloplasty had been performed on 183 
patients between the ages of 11 and 60 years from 
May, 1951, through December, 1956. Only patients 
with pure or predominant mitral stenosis were con- 
sidered operable. There were no operative complica- 
tions in 145 patients (70%). Eight deaths (4.4%) oc- 
curred as a result of operation. One hundred ten pa- 
tients had a completely smooth course, with no post- 
operative complications. The most frequent postop- 
erative complications were paroxysmal auricular fibril- 
lation and auricular flutter, with successful reversion 
to sinus rhythm. Postoperative death occurred in 16 
patients (9%) within from 2 weeks to 30 months. 
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Follow-up examinations 6 or more months after op. 
eration revealed that beneficial results were obtaine; 
in about 62% of the patients, who were restored t 
normal productive life. Stenosis recurred in 4 patients 
One died; the others were operated on again and were 
deing well when last seen. The ideal candidate fo 
mitral valvuloplasty is still the patient with pure o 
predominant mitral stenosis whose disease has showy 
unmistakable signs of progression. Operation befor 
that time is not necessary, but it has to be performed 
before the more serious signs of a downhill cours 
appear. The patient should be considered, when the 
problem is mitral block, not myocardial failure. En. 
bolic accidents can serve as an additional indication, 


The Electrical Activity of the Heart of Patients with 
Valvular Disease Operated on by the Myocardial 
Revascularization Techniques. M. Ursini. Minery 
cardioangiol. 5:1-8 (Jan.) 1957 (In Italian) [Turin 
Italy]. 


The author studied the electrocardiograms and the 
vectorcardiograms of 4 patients with rheumatic hear 
disease and with severe myocardial involvement be. 
fore and after surgical revascularization of the heart 
One patient was in poor condition when he was op. 
erated on and died 3 months later. The electrocardio- 
gram revealed an improvement in the conductivity 
and repolarization phase after cardiopericardiopexi 
and pneumocardiopexis. Vectorcardiography revealed 
a widening of the QRS arch. The T arch, which wa 
inverted before operation, straightened out or showed 
a tendency toward straightening out. The author at- 
tributes the postoperative changes observed to the 
increased conductivity and the improved blood flow 
and nutrition of the myocardium. 


Recent Advances in Therapy in Maxillofacial Bom 
Injuries in over 1,000 Cases. R. H. Walden and B.f 
Bromberg. Am. J. Surg. 93:508-516 (April) 1957 [New 
York]. 


Of 1,305 patients with maxillofacial bony injuries 
544 had nasal fractures, 63 had injuries of the zygo- 
matic arch, 46 had malar compound fractures, 22 had 
fractures of the maxilla, 495 had fractures of the mar 
dible, and 135 had multiple fractures. General anes 
thesia was used in 283 patients, local anesthesia it 
885; and 137 patients did not receive anesthesia. 0 
the 544 patients with nasal fracture, 450 were treated 
by closed reduction and 94 received no treatment. lt 
the remaining 761 patients with facial fractures, 5 
open and 456 closed reductions were performed, até 
37 patients received no treatment for their injuries 
Open reductions consisted of direct bone wiring 
transantral approaches, Gillies’ temporal approach ‘ 
the zygomatic arch, and cable-wire suspensions of tht 
maxilla from various areas of the skull. Fifty-nine pé 
cent of the patients were treated on the Ist day, 2 
between the 2nd and 5th days, and 17% after the 5t 
day: Four patients died. There were 32 bony & 
formities, including severe malocclusions. Postopet 
tive infection occurred in 8 patients. 
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The most significant conclusion derived from this 
study is that early reduction and immobilization is 
essential. This will give the patient the best oppor- 
tunity for suitable cosmetic restoration with minimal 
functional loss. In addition, complications are kept to 
a minimum. Infection is prevented by early treatment, 
and rhinorrhea is successfully controlled. Undoubted- 
ly, a delay of 24 hours can seriously alter the post- 
operative course and final result. Tracheostomy is 
frequently used to overcome an obstructed airway 
and as an effective route of anesthesia. The full sig- 
nificance and value of a direct bone-wiring technique 
is firmly established. One must bear in mind at all 
times the principle of using the nearest solid bony 
structure lying cephalad to the fracture site for sup- 
port. Both the patient and the physician must realize 
that effective reconstructive surgery can offer im- 
provement even in the most unpromising case. 


Review of 464 Cases of Carcinoma of Lung Treated 
by Resection. J. H. Gifford and J. K. B. Waddington. 
Brit. M. J. 1:723-730 (March 30) 1957 [London]. 


Of 2,156 patients, 2,005 men and 151 women, with 
bronchial carcinoma who were admitted to a thoracic 
surgery unit, 714 (33%) underwent exploration and 
the growths were removed from 464 (21%). The rela- 
tive proportions of pneumonectomies and lobectomies 
altered greatly, and, whereas pneumonectomy was the 
more usual operation before 1951, the number of 
lobectomies increased sharply in the subsequent years. 
It has been the authors’ policy to perform lobectomy, 
which leads to less respiratory insufficiency, whenever 
possible, provided the basic criteria for effective re- 
moval of the tumors were fulfilled. Of the 464 patients 
operated on, 448 were followed for a mimimum of 1 
year. Of the 448 patients, 101 died within 2 months 
after operation, and, of the remaining 347 patients, 
156 (45%) survived the operation for 2 years and 97 
(28%) survived for 5 years. Of the 101 operative deaths, 
63 (62.37%) were caused by pulmonary deficiency or 
vascular lesions of brain, heart, or lungs. The number 
of deaths occurring in pneumonectomy of the right 
lung was nearly twice that in those of the left lung, 
and the same contrast between the 2 sides, although 
less pronounced, was observed with regard to lobec- 
tomy. The contrast was even greater, when deaths 
resulted from cardiopulmonary failure. The best 2- 
year and 5-year survival rates were found in the pa- 
tients between 55 and 59 years of age (53% and 45% 
respectively), and the worst in those over 60 years of 
age, 33% of whom survived 2 years but none of whom 
survived 5 years. Patients with growths in the lower 
lobe of the right lung had the earliest symptoms, the 
lowest incidence of involvement of the mediastinal 
and hilar lymph nodes by tumor cells, and the best 
survival rates for both squamous cell and undifferenti- 
ated tumors. Those with lower lobe tumors had the 
highest incidence of lymph node involvement and the 
highest proportion of undifferentiated tumors, but the 
survival rate was similar to that of patients with 
tumors of the upper lobes of the left lung. Adeno- 
carcinoma appeared to be the most malignant type of 
tumor, although involvement of lymph nodes was not 
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higher than in tumors of undifferentiated type. De- 
spite earlier operation in relation to symptoms, the 
2-year survival rate hardly changed, probably because 
of the increasing incidence of lymph node metastases. 


Can the Threat of Thrombosis Be Ascertained by 
Coagulation Tests? H. Imdahl. Arztl. Wehnschr. 12: 
202-206 (March 8) 1957 (In German) [Berlin]. 


Imdahl shows that no test of the coagulability of 
the blood, especially not Quick’s method, is adequate 
for the estimation of the threat of thrombosis, since 
no in vitro method reproduces the intravital condi- 
tions, and, furthermore, since an increase in coagula- 
bility is not a necessary factor of thrombogenesis. The 
author reports studies that were carried out in 27 
patients who were subjected to prophylactic anti- 
coagulation therapy. Not only the Quick test but the 
Lee-White test was repeatedly performed. The pa- 
tients were not selected as regards disease, age, or sex. 
The only factor common to all was that, from the 
clinical viewpoint, all were threatened by thrombosis. 
The group included patients who had recently been 
subjected to nephrectomy, cholecystectomy, breast 
amputation, lobectomy, pneumonectomy, intestinal 
resection, and pericardiectomy. All patients were re- 
ceiving antibiotics, and some were being treated with 
strophanthin. 

Seventeen patients responded to the initial dose of 
the anticoagulant preparation, while 6 others required 
longer treatment before the desired Quick-test value 
was reached and 4 did not respond. While all patients 
exhibited a certain parallelism between the values on 
the Quick and Lee-White tests, certain quantitative 
relationships could not be maintained in the presence 
of antibiotic therapy. Despite years of study on the 
action of dicumarol preparations, it is still not possible 
to evaluate the intricate process of coagulation in its 
entirety. It cannot be assumed that the development 
of thrombosis is governed by the same factors, but in 
reversed values to those that are decisive in the hemor- 
rhagic diatheses. Thrombosis cannot be explained 
merely from the viewpoint of coagulation, but it is a 
vital and intravasal process with many interlocking 
modifying factors. The blood coagulability is not 
necessarily the same in different circulatory regions 
at the same time. A blood dyscrasia of the portal vein 
is not necessarily demonstrable in the blood of the 
cubital vein. The liver plays an important part, and 
recent investigations suggest close connections be- 
tween functional disturbances in the liver and pan- 
creas and the development of thrombosis. 


Disturbances in the Sexual Functions After Lumbar 
Sympathectomy. E. Bues, P. Alnor and D. Peter. 
Chirurg 28:103-107 (March) 1957 (In German) [Berlin]. 


Opinions are divided about the likelihood of dis- 
turbances in the sexual functions after high lumbar 
sympathectomies (including the first lumbar gan- 
glion). The authors studied this problem in men who 
had undergone sympathectomy in the treatment of 
circulatory disturbances of the legs. Of 50 men, 44 
could be followed up and reexamined 2 years after 
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the sympathectomy. About one-third of these patients 
were under 50 years of age, another third were be- 
tween 50 and 60, and the remaining third were over 
60, including 2 who were over 70. In 75% the sym- 
pathectomy was high, that is, it included the lst 
lumbar and, in some, even the 12th thoracic ganglion. 
The sexual functions of these patients were investi- 
gated both before and after the sympathectomy. In 
view of the ages of the men a certain physiological 
decline in the sexual functions was to be expected 
prior to the operation in some, but 75% of these pa- 
tients denied a noticeable reduction in sexual func- 
tions before the sympathectomy, whereas 25% ad- 
mitted a preoperative decline. Slight reductions in 
libido, erection, and ejaculation may be difficult to 
ascertain. 

Two years after the sympathectomy, 11 of the 44 
men stated that their sexual functions had been either 
greatly reduced or completely destroyed by the op- 
eration. In 7 of these, the sexual function had been 
normal, in 3 above normal, and in 1 somewhat re- 
duced before the operation. Two of the 11 experi- 
enced a reduction in libido, 9 a disturbance in erec- 
tion, and 5 a disturbance in ejaculation. All patients 
with impaired erection and/or ejaculation had been 
subjected to high sympathectomy. In the 2 patients 
with impairment of the libido, a low, but bilateral 
sympathectomy had been performed. The authors 
conclude that impairment of the sexual functions can 
occur as the result of lumbar sympathectomy,  par- 
ticularly if the operation is bilateral. The first lumbar 
ganglion apparently plays an important part in erec- 
tion and ejaculation; however, bilateral lumbar sym- 
pathectomies, including resection of the first lumbar 
ganglion, is tolerated by many, even at advanced age, 
without noticeable impairment of sexual functions. 
Since bilateral resection of the first lumbar ganglion 
is usually followed by severe impairment of erection 
and ejaculation, this should be discussed with the 
patient before the operation. Furthermore, for the 
surgeon’s own protection, the status of the sexual 
functions should be ascertained before the operation. 


Malignant Tumors of the Sympathetic Nervous Sys- 
tem in Adults. G. Jorgensen. Arztl. Wchnschr. 12:225- 
230 (March 15) 1957 (In German) [Berlin]. 


Neoplasms that were originally regarded as sar- 
comas and lymphosarcomas and later as gliomas were 
found to originate in tissues of the sympathetic nerv- 
ous system. These neoplasms differ histologically, de- 
pending on the degree of the maturity of the sym- 
pathogonia. The author shows in a diagram that there 
is some relationship to pheochromocytomas. One 
form, the sympathicogoniomas, is characterized histo- 
logically by small, round, lymphocyte-like cells with 
intensely staining nuclei and sparse borders of proto- 
plasm. They have a tendency toward heap-formation 
(pseudo-rosettes). The sympathicoblastomas, however, 
consist chiefly of sympathicoblasts, cells that are larger 
and have a wider border of protoplasm and a nucleus 
that is frequently oval, eccentrically situated, and is 
relatively clear, containing less chromatin. The fact 
that immature and mature cells are often found side 
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by side makes the histological differentiation of these 
tumors difficult. The sympathicogoniomas and the 
sympathicoblastomas are, therefore, often combined 
into the one concept of malignant sympathicoblas- 
tomas. These neoplasms may originate wherever there 
is sympathetic nervous system tissue, but they occur 
chiefly in the adrenal medulla and in the truncus sym- 
pathicus. The malignant sympathicoblastomas show a 
tendency to early formation of metastases, particular- 
ly to the regional lymph nodes, the liver, and the 
skeletal system, especially the cranium, but they have 
been observed in practically all other organs. Among 
650 cases of malignant tumors of the sympathetic 
nervous system reported in the literature, only 30 in- 
volved adult patients, and it is widely believed that 
these tumors occur mostly in children, The author 
shared this view at first, but, when he investigated the 
records of the autopsies at the Pathologic Institute of 
the University of Kiel, he found that in recent years 
11 sympathicus tumors had been found, 10 of which 
involved adults. 

All but 3 of the patients were over 40 years of age. 
Clinical diagnosis is difficult, since the symptoms are 
mostly those produced by the metastases. The clinical 
diagnoses in the 11 patients presented included ma- 
lignant tumor in the upper part of the abdomen, 
malignant tumor of the kidney, ganglioneuroma of 
the pelvic wall, metastases to the liver with unknown 
primary tumor, bronchial carcinoma with liver metas- 
tases, carcinoma of the bile passages and of the head 
of the pancreas, Hodgkin’s disease or tuberculosis, a 
lesion in the posterior cranial fossa, cardiac insuff- 
ciency, transverse myelitis, and retroperitoneal sar- 
coma. The primary tumor in 7 of the patients was 
found in the adrenals, and the literature indicates 
that these tumors originate in the adrenals in almost 
90% of the patients. Of the remainder, about half 
originate in the thoracic portion, and the other half 
in the abdominal portion of the truncus sympathicus. 
Histological studies revealed that 7 of the tumors were 
of an immature type, including 2 sympathicogoniomas 
and 5 sympathicoblastomas. The other 4 tumors were 
of an intermediate type between the sympathicoblas- 
tomas and the ganglioneuromas, being designated as 
malignant ganglioneuroblastomas. The author believes 
that, since these tumors have no pathognomonic symp- 
toms, they should be thought of in all patients with 
retroperitoneal tumors as well as in those with obscure 
abdominal tumors. The prognosis is unfavorable, but. 
whereas in children the average duration is only about 
4 months, in adults it is 7 to 15 months. 


NEUROLOGY & PSYCHIATRY 


Ventriculo-Auriculostomy: A Technique for Shunting 
Cerebrospinal Fluid into the Right Auricle: Prelimi- 
nary Report. R. H. Pudenz, F. E. Russell, A. H. Hurd 
and C. H. Shelden. J. Neurosurg. 14:171-179 (March 
1957 [Springfield, IIl.]. 


The treatment of hydrocephalus by establishing # 
communication between the cerebrospinal fluid path- 
ways and the vascular system is being explored. With 
the help of engineers skilled in flow dynamics, the 
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authors devised a ventriculovenous shunt tube that 
included an encapsulated sleeve valve in its midpor- 
tion. It was hoped that this valve would maintain a 
unidirectional flow of spinal fluid, prevent reflux of 
blood into the lateral ventricle, and sustain the intra- 
ventricular pressure at or above the pressure at which 
the valve opened. In September, 1953, the authors 
began a series of animal experiments designed to test 
this valve, and in April, 1955, it was subjected to its 
first clinical trial in a child who was found to have 
early signs of hydrocephalus 5 days after birth. At a 
first operation, when the child was about 5 weeks old, 
a ventriculocisternostomy was performed, but less 
than 2 months later the infant was readmitted because 
of the failure of the operation to control the intra- 
cranial pressure. The authors decided to shunt the 
spinal fluid into the right auricle. 

An incision was made along the anterior edge of 
the right sternomastoid muscle and was deepened to 
expose the internal jugular and common facial veins. 
Both veins were mobilized, and the wound was packed 
with moist gauze. An incision was made in the right 
posterior temporal region. A burr hole was made and 
the dura mater was opened. A polyvinyl chloride tube, 
with an outside diameter of 2.08 mm., an inner di- 
ameter of 1.57 mm., and 3 holes in the side wall, was 
passed 7-8 cm. into the right lateral ventricle. Clear, 
spinal fluid gushed out. With blunt dissection, a tunnel 
was made beneath the scalp just posterior to the mas- 
toid process and the free end of the ventricular tube 
was brought into the wound of the neck together with 
the anterior margin of the sternomastoid muscle. The 
cardiac segment also consisted of polyvinyl chloride 
tubing, having an outside diameter of 1.57 mm. and 
an inner diameter of 1.04 mm. A sleeve valve formed 
from tetrafluorethylene (Teflon) was fastened to the 
end of this tube. Preoperative testing showed that this 
valve opened when the pressure in the tube exceeded 
3 cm. of water. This tube was passed into the right 
auricle through the common facial and internal jugular 
veins. The 2 segments of the tube were joined by 
telescoping the smaller cardiac component into the 
lumen of the larger ventricular tube. Several 3-0 silk 
ligatures were placed around this joint, a 000 silk 
ligature was passed around the common facial vein to 
secure the tube within its lumen, and the wound was 
closed. 

In the first 2 weeks after operation, there was a 
disturbing redness and swelling in the cervical wound, 
but this gradually subsided and did not recur. The 
fontanelle remained depressed, and, at the time of dis- 
charge, the circumference of the head was slightly 
smaller. When last seen, 1 year after the second opera- 
tion, the mental and physical development of the child 
was normal for her age. 

Subsequently the authors collaborated with others 
in the evaiuation of this method and now have 23 
cases under observation. Some minor changes have 
been made in the surgical technique, and in the de- 
sign of the valve and tubing. It is essential that the 
valve at the end of the cardiac tube be properly 
located in the auricle so that it floats, as it were, in a 
pool of blood. Should the valve remain within the 
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lumen of the internal jugular vein, it will be enveloped 
closely by the vessel wall and cease to function within 
a few days. The chief advantages of this technique 
are (1) simplicity of the shunt, (2) minimal surgical 
trauma, (3) adaptability to even the smallest infant, 
and (4) retention of water, electrolytes, and other 
spinal fluid constituents within the organism. The 
chief deterrent to this procedure would seem to be 
the growth of the infant. This has not posed a problem 
thus far. 


Lumbar Puncture Headache in Relation to Sex, Age, 
and Cerebrospinal Fluid Findings. C. B. S. Schofield. 
Brit. J. Ven. Dis. 33:30-33 (March) 1957 [London]. 


The causes of post-lumbar-puncture headache seem 
to be many and varied. Factors helpful in reducing 
the number of such headaches include the skill of the 
operator and the use of a fine-gauge needle. The 
position of the patient during lumbar puncture ap- 
pears to play a part in the incidence of headaches, 
those who were lying in the left lateral position during 
lumbar puncture having fewer headaches than those 
who were sitting up. Measures of doubtful value 
include the use of drugs, giving isotonic sodium chlo- 
ride solution intravenously, or inserting an atropine 
suppository after lumbar puncture; opinions are di- 
vided about the value of rest. The author reviewed 
the incidence of post-lumbar-puncture headaches as 
reported by patients attending the clinic of the depart- 
ment of venereology of the Newcastle General Hos- 
pital after diagnostic lumbar punctures performed 
(between January, 1945, and July, 1951) either on ad- 
mission to the clinic and before treatment or as part 
of the final tests of “cure” before discharge. Lumbar 
puncture was performed with the patient sitting on a 
table, his shoulders supported by the assistant, and 
with the operator sitting on a chair. A local anesthetic 
was used, if for no other reason than that the fine 
needle makes the initial skin puncture and also finds 
the interspinous space. Twenty-gauge Pitkin and 
Dattner needles were available in all the lumbar 
puncture kits. A piece of freshly-cut adhesive tape 
was applied as a dressing and left on for 2 days. The 
patient was allowed to leave the clinic immediately 
after lumbar puncture, if he had no complaints, other- 
wise he rested until fit to go home. The only excep- 
tions to the above technique were in young children 
and some adults who were not considered to be co- 
operative, e. g., mental defectives. In these, puncture 
was performed under general anesthesia in the right 
or left lateral position. 

In the course of 2,291 diagnostic lumbar punctures, 
headaches were reported on 148 (6.5%) occasions. The 
incidence was higher in those with acquired (7.2%) 
than in congenital syphilis (0.8%) and in those with 
normal (7.3%) than with pathological fluids (1.8%), 
varying, in the latter, in inverse proportion to the 
severity of the spinal fluid findings. In patients with 
acquired syphilis and normal fluids, the incidence of 
headaches dropped with increasing age, except for a 
definite rise in women at the menopause, confirming 
the functional element in the causation of post-lumbar- 
puncture headaches. The authors believe that the low 
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incidence of headaches was due, in the main, to the 
experience of the staff, the operators, and their assist- 
ants. It was a rule in the department that an operator 
could make only 1 attempt at a lumbar puncture; if he 
failed, he did not traumatize the area with further 
attempts, but withdrew the needle, and the patient was 
sent home. Another attempt could be made on the next 
visit, but patients were not told this. The equipment 
for lumbar puncture was kept in first-class condition. 
Lumbar puncture kits, after use, were cleaned and 
then examined to make sure that the needles and 
stylets were sharp and fitted correctly. If not, they 
were sharpened before the kit was reassembled and 
autoclaved. The decline in  post-lumbar-puncture 
headaches with increasing age, observed in patients 
with normal spinal fluids, was also observed by anes- 
thetists, although their series might not be strictly 
comparable with those of venerologists in that they 
introduced various foreign material intrathecally. 


Compression of Median Nerve in Carpal Tunnel and 
Its Relation to Acroparaesthesiae. H. Gorland, J. P. P. 
Bradshaw and J. M. P. Clark. Brit. M. J. 1:730-734 
(March 30) 1957 [London]. 


The authors report on 53 patients, 46 women and 7 
men, between the ages of 18 and 76 years with acro- 
paresthesia. All the patients had various combinations 
of pain and paresthesia in the digits and palm of one 
or both hands. The right hand was first affected in 34 
patients, and the condition became bilateral within 
several months in 18. Symptoms began in the left hand 
in 10 and remained unilateral in 5. In 9 patients, both 
sides were affected simultaneously. Thirty-six patients 
complained of pain in the digits and in the adjacent 
palm, 41 complained of a pricking or tingling sensa- 
tion, and 22 of numbness in the digits. When pain and 
paresthesia occurred together the predominant site 
of reference was the cutaneous territory of the median 
nerve in the hand, and in most there was a slight ob- 
jective defect compatible with a median nerve lesion 
at the wrist. Electromyography and ischemic sensory 
tests lent support for localization of the lesion at the 
wrist. 

Eighteen patients were advised to rest the affected 
hand as much as possible and to avoid tasks that were 
known to provoke symptoms. No other treatment was 
given. These patients were followed up for periods of 
from 1 month to 6 years. Their symptoms were re- 
lieved by rest, but relapses occurred in most of them 
when they resumed unrestricted lives. Some achieved 
no improvement and progressive neurological symp- 
toms occurred. Of 35 patients who were operated on, 
33 were followed up for periods of up to 7 years. 
Direct or indirect evidence of compression of the 
median nerve in the carpal tunnel was observed at 
operation in about 33% of the patients. Division of 
the transverse carpal ligament gave immediate and 
lasting relief of symptoms and improvement of any 
neurological symptoms that may have existed. The 
great predominance of female patients may be ex- 
plained by the smaller size of the carpal tunnel in 
women and by occupational factors, including such 
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tasks as heavy lifting, polishing, washing, and knitting. 
In men the onset may be determined by osteoarthrop- 
athy of the wrist, trauma, or a change of employ- 
ment. Operation is the treatment of choice unless the 
onset was recent, the symptoms are relatively mild, or 
the patient is able to afford the luxury of prolonged 
unemployment. 


Diagnostic and Therapeutic Experiences with Insti- 
tutionalized Patients with Thyroid Disturbances, 
W. A. Stoll and K. E. Brack. Phychiat. et neurol. 
133:167-190 (March) 1957 (In German) [Basel, Switzer- 
land]. 


Thyroid function was studied with the aid of radio- 
active iodine in 161 institutionalized patients, 72 wom- 
en and 89 men, with chronic schizophrenia. Abnormal 
thyroid function was observed in 24 (33%) of the 72 
women and in 27 (30%) of the 89 men. Of the 24 
women, 18 had hyperthyroidism and 6 hypothyroid- 
ism, and, of the 27 men, 9 had hyperthyroidism and 18 
hypothyroidism. The observation that about 66% of 
the patients with schizophrenia had normal thyroid 
function corresponded with the findings of Reiss. Ac- 
cording to Reiss, mental improvement as a rule is 
associated with previously abnormal radioactive tracer 
findings returning to normal. This occurs regardless 
of the therapy used, while psychic deterioration is 
associated with deterioration of the thyroid function. 
These observations were confirmed in only 9 of 29 
patients in whom 2 or 3 radioactive-tracer tests were 
performed at average intervals of 5.8 months. The 
authors concluded that mental improvement does not 
necessarily coincide with the return of the thyroid 
function to normal, but they admit that their number 
of patients was small. 


Urinary Excretion of 5-Hydroxyindoleacetic Acid in 
Schizophrenic Patients: Study of Influence of Chlor- 
promazine and Reserpine on Metabolism of Serotonin. 
I. Sano, Y. Kakimoto, T. Okamoto, H. Nakajima and 
Y. Kudo. Schweiz. med. Wchnschr. 87:214-217 (March 
2) 1957 (In German) [Basel], Switzerland]. 


Serotonin, a newly discovered autogenous sub- 
stance, is being studied by psychiatrists because some 
indole derivatives have been recognized as hallucino- 
genic and it has been suggested that schizophrenia 
mizht be caused by a serotonin deficiency. The 
authors decided to investigate whether the metabolism 
of serotonin is impaired in patients with schizophrenia. 
They used the assay method developed by Uden- 
friend and associates, who assumed that oxidation to 
5-hydroxyindoleacetic acid was the major route of 
metabolism of serotonin. The authors made spectro- 
scopic analyses according to Udernfriend’s method on 
155 untreated patients with schizophrenia and on 52 
normal persons and found that there was no essential 
difference in the urinary excretion of 5-hydroxyindole- 
acetic acid in the 2 groups. Thus, it could not be 
demonstrated that a deficiency in serotonin plays 4 
part in the pathogenesis of schizophrenia. 
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In order to ascertain whether the administration of 
chlorpromazine influences the excretion of 5-hy- 
droxyindoleacetic acid, the urines of patients were 
assayed for this substance while they were being 
treated with chlorpromazine. It was found that chlor- 
promazine inhibited the excretion of 5-hydroxyindole- 
acetic acid not only in the patients but also in animals, 
but it could not be ascertained at which step of the 
tryptophan metabolism it intervened. If chlorproma- 
zine inhibits the formation of 5-hydroxyindoleacetic 
acid from serotonin, this should become evident dur- 
ing a serotonin-tolerance test, and this was the case. 
In order to ascertain the effect of reserpine on the 
excretion of 5-hydroxyindoleacetic acid, intravenous 
injections of 5 mg. of this drug were given to 5 pa- 
tients and then the urine was assayed. A temporary 
increase in the excretion of 5-hydroxyindoleacetic acid 
was noted, as had been observed by other investi- 
gators in animals, but under the influence of prolonged 
treatment with reserpine there was no tendency to a 
continued increased secretion. 


A Follow-Up of Alcoholics Committed to a State Hos- 
pital. M. L. Selzer and W. H. Holloway. Quart. J. 
Stud. Alcohol. 18:98-120 (March) 1957 [New Haven, 
Conn.]. 


A follow-up of 98 alcoholics committed to a state 
mental hospital in 1948 and 1949 was undertaken in 
1955. Social workers interviewed the patients and 
their relatives. Sufficient data to evaluate the patient's 
posthospital adjustment were obtained in 83 of the 
patients; 18 patients became abstinent and 16 became 
moderate drinkers. Eighteen patients died during the 
follow-up period at an average of about 20 years 
younger than their life expectancy. Five patients con- 
tracted tuberculosis after hospitalization, a rate 15 
times greater than that of the general population. The 
earlier in life the alcoholic began drinking, the worse 
the prognosis. No significant relationships were found 
between duration of excessive drinking and recovery. 

The authors believe that the percentage of recovery 
obtained in these patients suggests that this mode of 
rehabilitation should not be discontinued. Almost 
every patient was an unwilling participant in the effort 
to rehabilitate him. Since they showed little or no de- 
sire to obtain help, they are probably representative 
of alcoholics least likely to recover from their illness 
if left to their own devices. Furthermore, these pa- 
tients arrived at the hospital sober, and therapy is 
known to be most effective if initiated during the 
hangover period, when the patient’s defenses are low 
and he is suffering the consequences of his excessive 
drinking. Many alcoholics who arrive sober deny that 
they are alcoholics—some even deny drinking. This is 
an obstacle in therapy. Conversely if the patient is 
committed during or after a drinking bout and is suf- 
fering from withdrawal symptoms, he is likely to want 
help, and the therapist who helps the patient over the 
acute withdrawal period concomitantly gathers mate- 
rial to be used later in therapy. In spite of all obstacles, 
a great deal can be done to improve the treatment of 
alcoholics in a state hospital. 
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GYNECOLOGY & OBSTETRICS 


Septic Abortion Problems in Chile. E. Mahn H. J. Am. 
M. Women’s A. 12:99-104 (April) 1957 [New York]. 


Abortions are frequent in Chile, and most of them 
are induced. Of the 312 beds in the maternity hospital 
in Santiago, 108 are in the abortion section, and about 
half of the women hospitalized for abortions in the 
city are treated there. During the 5-year period from 
1950 through 1954, 26,989 women were admitted for 
abortions, while 32,076 were admitted for delivery. 
Complications developed in 1,444 (5.3%) of the former 
patients. Of this number, 931 or 64.6% had genital 
inflammatory complications (208 had endometritis, 
198 adnexitis, 161 peritonitis and gangrene, 143 para- 
metritis, 119 abscesses and phlegmons, 61 adnexal 
parametritis, and 41 salpingitis). Other complications 
were sepsis and its complications in 267 patients and 
anemia in 223 patients. Severe anemia was the most 
frequent complication of aseptic abortion, resulting 
from early curettage, whereas the inflammatory com- 
plications of the genitalia were most frequent after 
septic abortion. Death occurred in 149 (0.55%) of the 
26,989 women. 

Of the patients hospitalized for induced abortions 
at the maternity hospitals in Chile, almost 67% were 
married women. Most of the septic abortions were due 
to abortive manipulations. Inquiries revealed that 24% 
of the patients had interrupted their pregnancy for 
purely economic reasons, 54% had abortions for 
reasons of convenience, 10% induced abortion because 
of conjugal incompatibility, and 12% interrupted preg- 
nancy because of being abandoned by the progenitors. 
Educational campaigns should call attention to the 
dangers involved in abortions. Public aid for large 
families would alleviate economic difficulties. Enfore- 
ing the law against abortionists would also help to 
decrease the high incidence of abortions. 


Prevention of Thrombosis During Pregnancy. K. Sigg 
and H. Stamm. Medizinische, No. 12, pp. 421-423 
(March 23) 1957 (In German) [Stuttgart, Germany]. 


The following treatment scheme proved to be effec- 
tive for preventing thromboembolism during preg- 
nancy, delivery, and the puerperium: (1) prevention 
of edema of the lower extremities; (2) treatment of 
severe varicosities, which always represent a risk of 
the occurrence of superficial and deep thromboses 
during pregnancy, delivery, and the puerperium; (3) 
treatment of preexisting post-thrombotic or varicose 
changes, such as eczema of the leg, ulcer of the leg, 
superficial and deep thromboses, and the sequelae of 
these disturbances; and (4) early ambulation after de- 
livery. The occurrence of edema of the legs in the last 
months of pregnancy was prevented by compression 
bandages applied to the legs and by the application 
of well-tolerated porous, adhesive plaster dressings to 
the thighs. Obliteration of varicose veins was accom- 
plished by repeated local injections of 1 to 3% solu- 
tions of sodium tetradecy] sulfate (Sotradecol) in small 
doses. These injections were well tolerated during the 
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entire period of gestation. Compression bandages and 
obliteration of varices also were used for the treatment 
of sequelae of preexisting thromboses. The patients 
walked from the delivery room to the ward after the 
delivery and were compelled to rise from bed 2 to 4 
times on the first day after the delivery and to walk 
for 10 minutes. On the second day, the 4 walking 
periods were gradually prolonged to 30 minutes, and 
the patient was permitted to take 1 meal out of bed. 
On this day she was out of bed for from 1% to 3 hours. 
On the 3rd day the patient was out of bed for 3 to 4 
hours, on the 4th day for 4 to 5 hours, and beginning 
with the 5th day she was out of bed for the entire day. 

Compression bandages and adhesive plaster dress- 
ings were applied at least for the first 5 days after 
delivery. This early ambulation schedule was used for 
women with normal delivery and for those with 
perineal sutures, but slight changes were made in 
exceptional patients who had had forceps delivery, 
severe hemorrhage, or extensive perineal lacerations. 
Thromboembolism or deep thromboses did not occur 
during or after the delivery in any of 296 women who 
had been treated according to this scheme during their 
pregnancies. Only 8 (2.7%) had superficial thromboses, 
which were so mild that the patients could be dis- 
charged at the normal time. Patients who had pain 
were given injections of phenylbutazone. Of 200 wom- 
en who did not receive prophylactic treatment, 2 had 
thromboembolism, 32 (16%) had deep thromboses, and 
31 (15.5%) had superficial thromboses during or after 
the delivery. 


Results of Delivery by Cesarean Section in the Last 
30 Years. H. Finkbeiner. Geburtsh. u. Frauenh. 17: 
217-225 (March) 1957 (In German) [Stuttgart, Ger- 
many]. 


Of 55,733 women whose deliveries occurred in a 
maternity clinic between 1925 and 1952, 167 died, 
giving a maternal death rate of 0.3%. The calculated 
average maternal death rate in clinical obstetrics dur- 
ing the first half of the current century in Central 
Europe was about 0.5%. The maternal death rate 
remained constant between 1925 and 1940, but since 
1941 there was a steady decrease in the maternal 
death rate to 0.1% and less. Of the 55,733 deliveries, 
682 were performed by cesarean section, and 45 of 
these women died. As compared to the low rate of 
1.2% of cesarean sections, the rate of death from 
cesarean section was high (6.6%). The classic corporal 
longitudinal section was used up to 1952. 

The curve of the total maternal death rate did not 
parallel that of the death rate in patients having 
cesarean sections. Of the total maternal death rate, 
25% were due to cesarean section and 60% were due 
to the coincidence of eclampsia and cesarean section. 
Up to 1945, embolism was a frequent cause of death, 
but it did not cause any death after 1946. This may be 
explained by a more active prophylaxis, with exercises 
and early rising, rather than by a decrease in the inci- 
dence of severe puerperal infection. Of 19 women 
who died of cardiac or circulatory failure, 5 had cesar- 
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ean sections, The reduced risk of infection and the 
prevention of postoperative complications led to an 
increase in the incidence of cesarean section, but 
cesarean section still is associated with the highest 
death rate of all obstetric operations. Of the 682 de- 
liveries performed by cesarean section, 11 were de- 
liveries of twins. Of the 693 infants delivered by 
cesarean section, 89 died, giving a fetal death rate of 
12.87%, which is higher than the total fetal death rate 
of about 9%. The main maternal indications for cesar- 
ean section, namely placenta praevia, premature de- 
tachment of the placenta, and gestoses, contribute 
heavily to the fetal death rate. Cesarean section is 
indicated because of these conditions but without 
consideration of the maturity of the fetus. The total 
perinatal death rate of mature infants was 2.5%, but 
the death rate of mature infants delivered by cesarean 
section was 3.8%. These data do not favor unconsid- 
ered further extension of the indications for cesarean 
section. The authors reemphasize the recommenda- 
tions made by Mikulicz, that every 5 years a survey 
should be made of the obstetric cases in order to de- 
termine the successes and failures and to establish 
rules for future obstetric procedures. 


Technique and Estimation of Oxygenation of the 
Human Fetus in Utero by Means of Hysterophotog- 
raphy. B. Westin. Acta pediat. 46:117-124 (March) 
1957 (In English) [Uppsala, Sweden]. 


A hysteroscope inserted into the uterine cervix of 
pregnant women who were to have therapeutic abor- 
tion was brought into contact with the fetal membrane 
with the aid of an obturator. A knife for puncture of 
the fetal membrane was inserted. The instrument was 
filled with isotonic sodium chloride solution at 37 C. 
and under pressure of about 50 cm. of water. The 
inflow was closed, and the membranes were sucked 
into the hysteroscope by means of a syringe connected 
with the system. Thereafter the knife was triggered, 
and the membranes were punctured inside the hyster- 
oscope. The knife was removed, and a krypton tube 
for illumination of the uterine cavity and the optical 
system of the hysteroscope were introduced. A mirror 
reflex camera was directly mounted on the optical 
system of the hysteroscope, and photographs were 
taken during continuous washing of the lens with 
sodium chloride solution. 

Vision was extremely good inside the fetal mem- 
branes and permitted detailed examination of the 
fetus, the placenta, and the umbilical cord. Photo- 
graphs in color were taken. The umbilical vein was 
seen to be pink and the arteries blue. The oxygenation 
of the umbilical vein was estimated to be high. This 
estimation was based on comparison between intra- 
uterine photographs and photographs of cord vessels 
perfused with blood of known oxygen saturation. The 
skin of the fetus was pink, and numerous gland open- 
ings in the skin could be distinguished. No cutaneous 
cyanosis was visible. Details of the placental surface 
and its circulation were clearly discernible, and the 
organ appeared less cyanotic than after delivery. 
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PEDIATRICS 


The Outlook for Children with Congenital Aortic 
Stenosis. I. B. Braverman and S. Gibson. Am. Heart J. 
53:487-493 (April) 1957 [St. Louis]. 


Of 85 patients, 67 boys and 18 girls, between the 
aves of 2% months and 16 years, with congenital 
aortic stenosis, 73 were followed for periods of up to 8 
vears. Of the 73, 41 were asymptomatic, 26 had symp- 
toms, and 6 died. None of the 73 patients had a history 
of rheumatic infection, and all had the classic signs of 
aortic stenosis. Of the 6 deaths, 5 occurred suddenly. 
Three of the 6 patients had at least 1 syncopal attack 
before the fatal one. Two of the 6 patients tired rather 
easily, and 2 complained of nose bleeds. Four had 
enlarged hearts as determined by fluoroscopy and/or 
roentgenography, 3 showed a left heart strain on the 
electrocardiogram, and 1 had the Wolff-Parkinson- 
White syndrome. Among the 26 patients with symp- 
toms, fatigability was the most common complaint and 
headaches were next in frequency. Four patients had 
spells of dizziness with exertion, and 2 had such spells 
without exertion. Nose bleeds occurred in 4 patients 
and pain in the legs in 3. Five of the 26 patients had 
enlarged hearts, and 10 showed strain of the left side 
of the heart on the electrocardiogram. Of the 41 pa- 
tients without symptoms, 11 had enlarged hearts. 

Although the occurrence of sudden death has been 
mentioned frequently by earlier writers, the 8.2% 
mortality found in this series is higher than one is led 
to expect from previous reports. For this reason, it 
would seem that selected patients should be consid- 
ered for aortic valvulotomy. The principal indications 
for operation, based on this study, are the occurrence 
of syncope and easy fatigability, cardiac enlargement, 
and pronounced strain of the left side of the heart. 


Tetracycline as a Growth Factor in Dystrophic Chil- 
dren. R. Scapaticci and G. Vaccarini. Minerva pediat. 
9:61-65 (Jan. 27) 1957 (In Italian) [Turin, Italy]. 


Tetracycline had a beneficial effect on the growth 
of 13 dystrophic children from 1 to 12 months of age. 
A dose of 10 mg. per kilogram of body weight, divided 
into 2 equal parts, was given daily for 15 to 30 days. A 
marked growth occurred during the first week of treat- 
ment. The authors believe that the drug has an effect 
on the hydrosaline metabolism; first the drug causes 
retention of water, and then it manifests its true nutri- 
tive effect on the formation and completion of new 
tissues. No untoward side-effects were observed. 


Treatment of Acute Rheumatic Fever. H. A. W. M. 
Tiddens. Maandschr. kindergeneesk. 25:73-86 (March) 
1957 (In Dutch) [Leyden, Netherlands]. 


It has not been definitely decided as yet what role 
salicylates, corticotropin, and cortisone play in the 
treatment of acute rheumatic fever. A joint report of 
British and American investigators concluded that, as 
regards the prevention of cardiac complications of 
acute rheumatic fever, the 3 drugs have about the 
same effect. Other observations suggested that possi- 
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bly the dosages of hormones and of salicylates were 
not optimal in a number of patients. Better results 
have been obtained with larger doses of cortisone, but 
these doses produce more toxic effects. The salicylate 
therapy was not based on the salicylate content of the 
blood, and it is possible that, in some patients, the 
blood levels of this drug varied greatly. Theoretical 
reasoning suggested that a combination therapy of 
salicylate and cortisone will produce better results 
than can be achieved with 1 of the drugs. The author 
outlines the combined use of salicylate and cortisone 
as recommended by Holt, and he describes observa- 
tions on 10 children in whom he employed this treat- 
ment. No difficulties occurred, but this small number 
of patients, whose clinical aspects differed greatly, did 
not permit a definite evaluation of the treatment. 


Forensic Consequences of Organic Cerebral Lesions 
in Children. W. Neugebauer. Ztschr. Kinderh. 79: 
227-245 (No. 3) (In German) [Berlin]. 


Exogenous damage may occur in the brain of a 
child and lead to pathologic changes of personality 
and character. The author’s series of 7 patients, ranged 
from 15 to 30 years of age and had cerebral lesions 
and remarkable symptoms mostly of the diencephalic 
or mesencephalic origin. They were part of a group of 
juvenile offenders for whom rehabilitation was at- 
tempted. The prognosis is poor. After attempts at 
treatment, psychic changes, mostly due to encephalitis 
or meningitis, were still present and would become 
suddenly manifest by severe signs of decompensation, 
although regression of neurological and vegetative- 
hormonal peculiarities occurred. Psychotherapeutic 
and pedagogic attempts were without results. The 
author cautions against unilateral methods of examina- 
tions, since those might lead to a false diagnosis and, 
consequently, to a wrong forensic judgment of the 
youth, regarding his mental responsibility. No diag- 
nosis of “psychopathic personality” with abnormal re- 
actions, analogous to “idiopathic epilepsy,” should be 
made when organic cerebral lesions or changes of 
personality due to a psychotic process are present. 


UROLOGY 


The Use of an Isolated Loop of Ileum as an Auxiliary 
Kidney. L. N. Pyrah and A. D. Care. Brit. J. Urol. 
29:45-51 (March) 1957 [Edinburgh]. 


Vividialysis by means of Kolff's artificial kidney, 
peritoneal lavage, and irrigation of an isolated in- 
testinal loop are the methods available for the treat- 
ment of patients with chronic uremia. Kolff's artificial 
kidney is a complicated apparatus that must be used 
with discretion. Peritoneal lavage, although simple in 
principle, has many disadvantages. It, therefore, was 
decided to see if irrigation at suitable intervals of an 
isolated intestinal loop would prove preferable to 
either the artificial kidney or peritoneal lavage in a 
patient with renal failure. In a 50-year-old woman 
with cystic kidney, an isolated loop of ileum was pre- 
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pared, and continuity of the small intestine restored 
by lateral anastomosis. The 2 ends of the loop were 
brought to the surface of the body in each iliac fossa, 
and the seromuscular coat of the intestine sutured to 
the parietes of the iliac fossae so as to lessen the 
chances of intestinal obstruction. The irrigation fluid 
was saturated with a mixture of 10% carbon dioxide 
and 90% oxygen in an aspirator, from which it was led 
through a calibrated drip and a thermostatically con- 
trolled bath to a Foley catheter inserted some 12 cm. 
in the proximal end of the loop. Exit was made by 
way of a second Foley catheter introduced into the 
distal end of the loop. Difficulties in the irrigation 
because of painful spasm in the loop were solved by 
the introduction of small quantities of 5% procaine 
into the irrigating fluid at suitable intervals. The ob- 
ject of the irrigation were to wash out urea and possi- 
bly other toxic substances and to correct certain 
electrolyte abnormalities in the body fluid. It was 
thus hoped that life could be prolonged by the use 
of periodic irrigation of this loop of ileum. The pa- 
tient returned to hospital at suitable intervals for 
treatment, and, after almost every irrgation, a clinical 
improvement was observed. This degree of improve- 
ment, however, could not be correlated with any 
marked reduction in the blood urea level or with the 
correction of any electrolyte imbalance. Investiga- 
tions carried out suggested that the improvement 
was brought about by the removal of some toxic 
metabolite, possibly nitrogenous in character. It is 
believed that the irrigation of the isolated loop 
helped to prolong the life of this patient for about 
2 years. 


An Experience of Renal Homotransplantation on Hu- 
man. T. Kusunoki, H. Inoue, T. Takayanagi and others. 
Acta med. et biol. 4:227-233 (Dec.) 1956 (In English) 
[Niigata, Japan]. 


The case of a 30-year-old patient who was admitted 
to the hospital because of anuria due to mercury 
bichloride poisoning is reported on. Medical manage- 
ment did not improve his condition. At the same time 
a 54-year-old man was admitted with bleeding of un- 
known origin from the left kidney. Nephrectomy was 
performed and the patient consented to the trans- 
plantation of the kidney to the anuric patient. Both 
patients were of the same blood type. The transplanted 
kidney began to excrete urine 24 hours after the op- 
eration, but bleeding became profuse 4 days later. 
Reexamination revealed a large hematoma around the 
kidney, through which a smooth blood flow was ob- 
served. The kidney was removed since the patient’s 
own kidneys began to work again. The daily output 
of urine gradually increased. Recovery was unevent- 
ful, except for an episode of hematemesis. The patient 
left the hospital cured 25 days after his admission. 

This experience showed that a patient with acute 
renal insufficiency caused by reversible and transient 
tubular damages can be cured, if he lives long enough 
for renal function to be restored. His life can be saved 
with a homotransplanted kidney as a temporary sub- 
stitution. The donor and the recipient should be of 
the same blood type. 


J.A.M.A., July 6, 1957 


Twelve Observations of Metastasis of Epithelial 
Tumours of the Urinary Bladder. P. Aboulker and 
J. Chomé. Brit. J. Urol. 29:61-68 (March) 1957 [Edin- 
burgh]. 


In a series of 158 primary epithelial tumors of the 
urinary bladder, a complete pathological study by 
means of a total cystectomy or an autopsy could be 
made in only 53. Histologically verified metastases 
were thus found in 12 patients. The tumors in all of 
these patients belonged to group C of Jewett, that is, 
not only was the invasiveness unquestionable but 
there was distortion of and penetration beyond the 
muscular layers of the bladder wall. This fact under- 
lines the importance of the complete pathological 
examination of the bladder, as the determining factor 
in metastasis is less the type of the tumor or its degree 
of differentiation or anaplasia than the degree of inya- 
sion into the depths of the muscularis mucosae. It is 
difficult, therefore, to evaluate the outcome of the 
bladder tumor from a simple endoscopic biopsy that 
precludes the histological examination of the deep 
muscular layers. The superficial tumors of the bladder 
so frequently found do not metastasize, because there 
are no lymphatics in the submocosa of the bladder. 


INDUSTRIAL MEDICINE 


Experimental Toxicological Study on Various Halo- 
genated Compounds Usable as Fire Extinguishers. 
M. Valade. Arch. mal. profess. 18:14-26 (Jan.-Feb.) 
1957 (In French) [Paris]. 


An experimental study of 5 halogenated products 
used as fire extinguishers (including methyl bromide) 
showed that all are toxic on inhalation, causing severe 
hepatorenal and nervous system lesions. Methyl bro- 
mide is unquestionably the most toxic of the sub- 
stances, but, since it is also the most effective, it may 
be that instead of prohibiting it entirely, as some 
health authorities suggest, it would be better to reg- 
ulate its use in such a way as to minimize the dangers 
of intoxication. The conditions under which methy! 
bromide intoxication appears are always the same: 
narrow spaces, small cabins, and warehouses con- 
taining stocks of vehicles equipped with methyl bro- 
mide extinguishers, from which the escape of vapors 
often passes unnoticed. Consequently, in such places 
the use of methyl bromide should be prohibited, and 
it should be replaced with products that are less toxic 
and less volatile, e. g., chlorobromomethane or chloro- 
dibromoethane, which is 7.5 times less toxic. Methyl 
bromide may be used, however, in the open air or in 
well-ventilated areas. A further precaution would be 
the addition to the methyl bromide of an odoriferous 
or lacrymogenic substance by which its presence 
could be immediately detected. 

The inhalation toxicity of the substances studied 
was determined in dogs, guinea pigs, and rats (mini- 
mum lethal concentration). The symptoms consist 
essentially of impairment of equilibrium, dyskinesia, 
and dysmetria. The period of latency observed with 
methyl bromide in the experimental studies was the 
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same as that noted in cases of methyl bromide intoxi- 
cation in man. Examination of the liver and kidneys 
revealed varying degrees of acute glomeruloepithelial 
nephritis. The lesions in the central nervous system, 
which were vascular and perivascular (vasodilatation 
and perivascular edema) appeared chiefly in the cere- 
bellostrial pathways. Significant cellular lesions that 
affected the neuroglia consisted of intense edema of 
the oligodendroglia, satellitosis, incipient neurono- 
phagia, and, especially, degeneration and disappear- 
ance of whole rows of Purkinje cells of the cerebellar 
lamellas. The mechanism by which the halogenated 
compounds produce their toxic effects is still unde- 
termined, but the possibility that their affinity for the 
cerebral lipids plays a significant part in it deserves 
special attention. The toxicity of these compounds, 
particularly of methyl bromide, is so great that special 
precautions must be taken to limit the number of ac- 
cidents due to their use. 


Changes in the Lungs of a Corundum-Furnace Ten- 
der, With Remarks on the Problem of Occupational 
Diseases and Suicide. G. Adebahr. Monatsschr. Un- 
fallh. 60:65-74 (March) 1957 (In German) [Berlin]. 


The history of a patient with pneumoconiosis is 
briefly reported on. The patient had worked as a 
furnace tender in a corundum plant from 1941 to 
1945. Since March, 1944, he had complained of short- 
ness of breath, cough, and expectoration. In 1945, he 
had been unable to work due to the severity of the 
symptoms. He was thoroughly examined in 1949, at 
which time his general condition was poor. Roentgeno- 
grams of his chest revealed bilateral, almost symmetri- 
cal pulmonary fibrosis, with extensive emphysema. 
Tuberculosis was not present. The patient was hos- 
pitalized in October, 1951, because of severe dyspnea. 
The disease ran an irregular course, with several remis- 
sions until 1954, when the patient was again hospital- 
ized. Insufficiency of the right side of the heart and 
additional localized pneumonia were the principal 
aspects of the disease. The pneumonia was controlled 
with penicillin, and, after a few days, the patient left 
the hospital. He was found dead one morning in Au- 
gust, 1955, apparently having taken an overdose of 
sleeping tablets. At autopsy the lungs showed many 
of the changes commonly encountered in pneumo- 
coniosis. They were shrunken, dark slate-gray, and 
tubbery in consistency. The pleura was thickened. 
Emphysematous bullae were present, particularly in 
the apexes of the lungs. Much of the parenchyma was 
displaced by dark-colored fibrous tissue. Microscopic 
examinations showed a diffused interstitial collage- 
nous change. Remnants of the sleeping tablets were 
in the stomach and duodenum. Examinations of parts 
of the organs revealed the presence of veronal and 
phenacetin. 

The pulmonary changes due to exposure to corun- 
dum are similar to those following exposure to alumi- 
num dust. The remarkable increase and thickening 
of the elastic fibers in a lung affected by corundum 
suggest that the substances that are freed by corun- 
dum melting change the collagenous substance of the 
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elastic fibers. Finally, the author deals with the prob- 
lem of whether the family has the right to claim com- 
pensation even though the man committed suicide. 
The author believes that it is not in the intent of the 
federal insurance law to harm a family, already dam- 
aged by the patient's invalidity, by denying the in- 
demnification in the case of suicide. This experience 
taught that, in patients with pneumoconiosis, death 
may occur suddenly due to spontaneous pneumo- 
thorax or insufficiency of the right side of the heart. 
In this hopeless case not even the question of mental 
irresponsibility should be considered. 


THERAPEUTICS 


Phenmetrazine—A New Anti-Appetite Drug. P. Szenas 
and C. J. Pattee. Canad. Serv. M. J. 13:195-199 (March) 
1957 [Ottawa, Canada]. 


The chemical formula of phenmetrazine (Preludin) 
is 2-phenyl 1-3 methyl-tetrohydro-1, 4 oxazine hydro- 
chloride, It belongs to a new group of compounds 
with a sympathicomimetic action. The therapeutic 
and side-effects of this drug were compared with 
those of amphetamine and a placebo. A group of 50 
obese patients were selected from the outpatient de- 
partment and the staff of a Montreal hospital. After a 
brief history and a physical examination, a 1,200-to- 
1,500-calorie diet was given to the patients, and 1 of 
the 3 types of tablets was prescribed. Thirty of the 
50 patients were followed through 59 periods of ob- 
servation as to weight loss and side-effects while tak- 
ing the tablets. The rate of weight loss on phenmetra- 
zine was almost twice that observed when placebo 
was used and higher than that when amphetamine 
was taken. There were no serious side-effects, tran- 
sient insomnia being the most frequent one. There was 
no significant change in pulse rate, blood pressure, 
hemogram, and urinalysis of the patients treated with 
phenmetrazine. In view of this evidence, the authors 
believe that phenmetrazine is a safe and useful drug 
in curbing the appetite. Its anorexic action is at least 
as effective as that of amphetamine, but relativ: | 
fewer side effects are associated with its use. 


Ragweed Pollen Desensitization in Hay Fever: Reia- 
tionship to Skin Test Reaction, Dosage, and Clinical 
Results. L. Tuft and V. M. Heck. J. Allergy 28:124-153 
(March) 1957 [St. Louis]. 


Two hundred patients with ragweed hay fever were 
studied in an attempt to determine the effect of reg- 
ular perennial or preseasonal pollen therapy on the 
patient's reaction to the skin test and on the clinical 
results, depending on dose and duration of the treat- 
ment. The patients were retested at frequent intervals. 
A decrease in the reaction to the skin test usually 
followed pollen desensitization, but its occurrence 
seemed to be more likely in patients receiving large 
doses of pollen and in those treated for more than 5 
years, regardless of the method employed. The reac- 
tion seldom became negative. Pollen therapy given to 
patients with hay fever usually produced good results, 
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but this happened oftener in patients whose reactions 
to the skin test decreased and also in patients who 
were able to take high doses of pollen extract. The 
longer treatment was continued, the better the clinical 
results were likely to be. The method of treatment, 
whether perennial or preseasonal, did not significantly 
influence the clinical results obtained or the change 
in the reaction to the skin test, although the dose 
of pollen extract was likely to be higher in patients 
receiving perennial treatment, because they were 
especially chosen for that group. These findings in 
patients with hay fever are helpful in relation to 
desensitization not only with pollen extract but with 
other allergenic extracts employed in allergic con- 
ditions other than hay fever. 


Comparative Investigations on the Tuberculostatic 
Effect of Isonicotinic Acid Hydrazide (Isoniazid) and 
of Cyanacetic Acid Hydrazide. H. Rothe. Schweiz. 
Ztschr. Tuberk. 14:41-46 (No. 1) 1957 (In German) 
[Basel, Switzerland]. 


The tubercle bacilli from the sputums of 100 pa- 
tients with open tuberculosis were cultured in Gott- 
sacker medium. Each patient’s strain was introduced 
into media containing concentrations of 1 mcg., 
10 mcg., or 50 mcg. of isoniazid per milliliter of 
nutrient medium or cyanacetic acid hydrazide in con- 
centrations of 10, 50, 100, or 150 mcg. per milliliter or 
into control medium without any drug addition. The 
tuberculostatic effect of cyanacetic acid hydrazide 
proved to be greatly inferior to that of isoniazid, the 
ratio being 45% to 75%. The author deduces from this 
that there is no justification for the introduction of 
cyanacetic acid hydrazide in the therapy of tubercu- 
losis. 


Colcemid and Myleran in the Treatment of Chronic 
Granulocytic Leukemia (Myelosis). R. Wildhack. 
Deutsche med. Wchnschr. 82:342-346 (March 8) 1957 
(In German) [Stuttgart, Germany]. 


Of 26 patients, 11 men and 15 women, between the 
ages of 21 and 78 years with chronic granulocytic 
leukemia, 10 were treated with N-methyl-desacetyl- 
colchicine (Colcemid), 8 were treated with busulfan 
(Myleran), and 8 were treated with Colcemid and 
busulfan. Of the 18 patients who received Colcemid, 
9 obtained satisfactory remissions, 4 were therapeutic 
failures, and 5 were highly sensitive to small doses of 
the drug, with sudden reduction in the leukocyte 
counts of 2,000 or 3,000 per cubic millimeter, associ- 
ated with alopecia in 4 women and with intestinal 
hemorrhage in 1 man with a duodenal ulcer. The dose 
of Colcemid required for a remission varied. The maxi- 
mal well-tolerated daily dose was 20 mg. given in- 
travenously and 18 mg. orally. The drug was more 
effective and its action was more rapid, when it was 
given intravenously. Because of the short duration of 
the remission, continued treatment is advisable with 
maintenance dosages of 3 to 8 mg. given orally daily. 
Satisfactory results of treatment with Colcemid con- 
sisted of reduction of the number of leukocytes, de- 
creased size of the spleen, and improved general con- 
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dition. Undesirable side-effects besides alopecia were 
a rash associated with pruritus and_herpetiform 
stomatitis. 

Of the 16 patients who received busulfan, 11 ob- 
tained satisfactory results. The drug was ineffective 
in 1 patient with paraplegia and in 1 with an acute 
myeloblastic bout, but another patient with a pro- 
longed myeloblastic episode associated with throm- 
bopenia was improved for 6 months, with a reduction 
of the number of myeloblasts from 28 to 10%. It seems 
that the drug delayed this patient’s death. One patient 
died of intercurrent infection and 1 of generalized 
cachexia. The favorable effect of the drug became 
manifest only after 2 or 3 weeks of treatment, with 
daily doses of 4 to 10 mg., but this delayed effect 
makes a sudden drop in the leukocyte count unlikely. 
A maintenance dose of 1 to 4 mg. was required in 
most patients. Occasionally, therapy-free intervals of 
8 to 12 weeks were possible. Undesirable side-effects 
were rare. Allergic-hemorrhagic cutaneous manifesta- 
tions were observed in 2 patients but subsided after 
withdrawal of the drug. After 2 or 3 months of treat- 
ment with busulfan, amenorrhea occurred in 4 women 
who still menstruated when the therapy was started, 
and 2 of these had no disturbance of this type when 
treated with Colcemid. One of these women died at 
the age of 41, and autopsy revealed atrophy of the 
uterus and the ovaries. 

The granulopoietic maturation number according to 
Bock (the greater the maturation number, the less 
mature the granulopoiesis) was of the same level in 
patients with a good response to Colcemid as in those 
with a good response to busulfan. The maturation 
number was somewhat lower in patients who were 
extremely sensitive to Colcemid. Further experience 
will show whether patients of this type should be 
given busulfan from the beginning or Colcemid in 
small doses. The less mature the blood picture, the 
worse the response of the patients is to both drugs. 
Both drugs are ineffective in patients with an acute 
myeloblastic bout. It is possible to maintain patients 
with chronic granulocytic leukemia for more than 3 
years (the average survival time) in good general con- 
dition with Colcemid alone, and other workers re- 
ported similar observations with busulfan. The small 
number of patients who were treated exclusively with 
1 or the other of these drugs makes general conclu- 
sions with regard to life expectancy impossible. It is 
also difficult to decide whether a myeloblastic episode 
may be elicited or accelerated by the treatment. 


PATHOLOGY 


Pancreatitis as the Cause of Sudden Death in Alco- 
holics. J. B. Dalgaard. Acta path. et microbiol. scar- 
dinav. 39:185-194 (No. 3) 1956 (In English) [Copen- 
hagen]. 


Acute hemorrhagic pancreatic necrosis frequently 
runs a rapid course, which may lead to death in less 
than 24 hours after the onset. The symptoms may be 
so obscure that the case is recorded as one of sudden 
death of unknown cause, or pancreatitis may be re 
vealed by a medicolegal autopsy on persons found 
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dead. The author recently performed autopsy on 2 
chronic alcoholics in whom sudden death was due to 
pancreatitis. This induced him to review the records 
of medicolegal autopsies in the last 5 years, with a 
special view to pancreatitis and alcoholism. In a series 
of 253 consecutive medicolegal autopsies, macro- 
scopically visible pancreatic hemorrhages, with or 
without necroses, were seen in 10 patients. An addi- 
tional nonmedicolegal case is added. Of these 11 pa- 
tients, 9 proved to be addicted to alcohol. In 4 
patients, the cause of death was considered to be 
hemorrhagic pancreatitis, which was also the only or 
principal autopsy finding in some of the remaining 
patients. Pathologically, pancreatic hemorrhage was 
the most conspicuous finding, while fat necrosis and 
inlammatory changes were most pronounced in pa- 
tients in whom symptoms had persisted for several 
days. In none of the 11 cases reported, had a pan- 
creatic lesion been diagnosed ante mortem. Pancre- 
atitis should always be suspected when severe ab- 
dominal reactions or shock occur in alcoholics, and 
analysis for serum or urinary amylase (diastase) should 
be performed. Hemorrhage or necrosis of the pancreas 
revealed at medicolegal autopsy should always indi- 
cate determination of the blood alcohol concentration. 


Hepatic Cirrhosis and Digestive Hemorrhage: Study 
of 237 Cases. S. Silva F., M. Alba V. and J. Martini. 
Rev. méd. Chile 84:603-607 (Nov.) 1956 (In Spanish) 
[Santiago]. 


Records of 237 autopsies made in patients who died 
from hepatic cirrhosis were analyzed with regard to 
gastrointestinal hemorrhage. Such a hemorrhage oc- 
curred in 42 patients. The cause of the hemorrhage 
was esophageal varices in 27, unknown in 9, peptic 
ulcer in 5, and mesenteric thrombosis in 1. The hemor- 
rhage was either the direct cause of death or the cause 
of hepatic coma with consequent death in 30 patients 
(21 with esophageal varices and 9 in whom death was 
due to some other cause). Esophageal varices were 
present in 56 patients in the whole series. The varices 
were located in the lower third of the esophagus in 
all cases. In 4 of the patients, the varices spread to 
the cardiac region, and in 2 they spread toward the 
middle third of the esophagus. Fifty of the 56 patients 
who had esophageal varices had splenomegaly and 
34 had ascites. None of the patients with esophageal 
varices had cardiac insufficiency, chronic renal disease, 
or peritonitis, which might have caused the ascites. 


Lipase Activity of the Gastric Mucosa of Man Under 
Pathological Conditions. M. Siurala. Acta path. et 
microbiol. scandinav. 39:268-278 (No. 4) 1956 (In Eng- 
lish) [Copenhagen]. 


The lipase activity of the pathological gastric mu- 
cosa of 58 patients, 9 with superficial gastritis, 26 with 
atrophic gastritis not associated with pernicious 
anemia, 10 with atrophic gastritis associated with 
pernicious anemia, 10 with peptic ulcer, and 3 with 
carcinoma of the stomach, was studied with the aid 
of Gomori’s histochemical technique. For the purpose 
of comparison and methodical control, the lipase ac- 
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tivity of the mucosa of the gastrointestinal tract was 
studied in 12 normal persons, in mice, and in rhesus 
monkeys. The substrates used for the histochemical 
examination were polyoxyethylene sorbitan mono- 
laureate (Tween 20), polyoxyethylene — sorbitan 
monopalmitate (Tween 40), polyoxyethylene sorbitan 
monostearate (Tween 60), polyoxyethylene sorbitan 
monooleate (Tween 80), sorbitan monolaurate (Span 
20), and ethyl laurate. 

In the normal gastric mucosa of man, the zymogenic 
cells in particular but also the mucous neck cells 
showed lipase activity. The normal mucosa of the 
small intestine of man was lipase active. Normal 
gastrointestinal mucosa was stained with Span 20 
nearly in the same way as with Tween 20. Tween 80 
gave negative results in the normal gastrointestinal 
tract of man, whereas the intestinal mucosa of rhesus 
monkeys was intensely stained when this substrate 
was used. It was concluded that the action of gastro- 
intestinal lipase depends on the structure of the acid 
component rather than on the presence of polyoxy- 
ethylene chains in the Tweens. In the specimens ob- 
tained from patients with superficial gastritis, the 
staining of the cells was somewhat less marked than 
in normal mucosa. In specimens obtained from pa- 
tients with atrophic gastritis, the lipase activity was 
greatly diminished or absent due to loss of normal 
glands, their replacement by metaplasia, and the 
presence of marked inflammatory changes. Intestinal 
and pseudopyloric metaplasia of the gastric mucosa 
with some exceptions did not show lipase activity. In 
specimens obtained from patients with atrophic gas- 
tritis associated with pernicious anemia, the staining 
was sometimes more intense than in those obtained 
from patients with atrophic gastritis not associated 
with pernicious anemia, presumably due to the ab- 
sence of inflammatory changes. The remaining zymo- 
genic cells were stained in the same way as those in 
the normal gastric mucosa. The mucosa of the margin 
of peptic ulcer and the cancer tissue were not stained. 


Secondary Tumors of the Heart and Pericardium: 
Study of 43 Cases. A. Gonzalez Angulo, S. Villa Tre- 
villo and R. Pérez Tamayo. Arch. Inst. cardiol. México 
26:672-685 (Nov.-Dec.) 1956 (In Spanish) [Mexico, 
D. F.]. 


The records of 831 autopsies revealed malignant 
tumors in 241 of the subjects. (Those with cerebral 
tumors were eliminated from this study.) In 43 of the 
241 subjects, secondary malignant tumors of the heart 
and/or pericardium were encountered. In order of 
frequency they were metastases of bronchogenic car- 
cinoma, carcinoma of the breast, lymphoma, leukemia, 
and malignant melanoma. Metastasis to the heart 
and/or pericardium was through the lymphatics in 20 
patients and through the blood stream in 16. No rela- 
tion was found between the presence and site of lo- 
cation of other metastases and the development of 
metastases in the heart and/or pericardium. No soli- 
tary metastases to the heart were found. Metastases 
to the heart proved to be as frequent as those to the 
liver. Metastases to the heart and/or pericardium are 
more frequent than was generally believed. 
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BOOK REVIEWS 


Rheumatic Diseases, Rheumatism and Arthritis. By Heinrich 
G. Brugsch, M.D., F.A.C.P., Assistant Professor of Medicine, 
School of Medicine, Tufts University, Boston. Cloth. $10. Pp. 
330, with 58 illustrations. J. B. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; 
Pitman Medical Publishing Company, Ltd., 45 New Oxford St., 
London, W.C.1, England, 1957. 


This book is intended as an introduction to the field 
of rheumatism for the practicing physician and post- 
graduate student. It is presented from an internist’s 
viewpoint with special emphasis on clinical observation 
and therapy. The first half of the book deals with 
such subjects as history, anatomy, examination of the 
patient, laboratory procedure, and treatment in a gen- 
eral way. The remaining chapters deal with specific 
diseases in more detail. 

In general, the author has presented a most diverse 
subject in a succinct readable form. The sections on 
history and physical therapy are particularly interest- 
ing. Unfortunately, some of the presentations are 
marred by views that do not reflect the generally ac- 
cepted opinions arising out of more recent knowledge. 
For example, the statements “It is well known that 
certain people are susceptible to disease according to 
their build” and “Rheumatoid arthritis . . . is prevalent 
in coastal areas and in regions with little sunshine and 
_a tendency to fog, as well as in places subject to heavy 
rainfalls” cannot be substantiated. Similarly, other 
noncritical statements are made concerning the effect 
of climate and environment on the rheumatic diseases. 

In the section on laboratory procedures, much space 
is devoted to a description of the Rose-Ragan sheep 
cell agglutination test. The original technique, as pre- 
sented, has been generally superseded. Certainly the 
use of agglutinating titer of the rabbit ambocepter, 
rather than the hemolytic titer which is outlined in the 
section, has been almost universally accepted. No 
mention is made in this chapter of such common pro- 
cedures as the determination of C-reactive protein, 
antistreptolysin O titers, or the use of paper electro- 
phoresis for serum protein determinations, although 
much less commonly used tests are described. It should 
also be pointed out that the Streptococcus agglutina- 
tion reaction in rheumatoid arthritis cannot be used as 
evidence to implicate the group A hemolytic strepto- 
cocci as an etiological agent in this disease. In the 
discussion of generalized scleroderma, mention should 
be made of the more accepted synonym “systemic scle- 
rosis.” 

A selected bibliography is appended at the end of 
each chapter. While it is realized that this is a very 
personal selection, some grave omissions have been 
made. A notable example is the work of E. Gardiner 
on the anatomy of the joints. This book will be useful 
for the purpose for which it was designed—namely, as 
an introduction to the field of rheumatology—provided 
the reader keeps an open mind and remembers that 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 


this volume represents the author's personal views. The 
index, illustrations, and tables are informative and, in 


general, of good quality. 


The Problems of Vision in Flight at High Altitude. By Thomas 
C. D. Whiteside, Ph.D., M.B., Ch.B. Published for and on behalf 
of Advisory Group for Aeronautical Research and Development, 
North Atlantic Treaty Organization. [AGARD Series, AGARD- 
ograph 13.] Cloth. $5; 35 s. Pp. 162, with 65 illustrations, Butter- 
worths Scientific Publications, 88 Kingsway, London, W.C.2, 
England; [Interscience Publishers, Inc., 250 Fifth Ave., New 
York 1], 1957. 


By the process of experimental work and observa- 
tions, the author of this important contribution clarifies 
and crystallizes the visual problems of flight at high 
altitude. He analyzes the basic physical cause—the 
reversal of light distribution at high altitudes. The 
bright sky formed by haze and clouds is below, and 
the darker blue sky is above. This reversal accounts for 
the glare problems, and the clear blue sky above, with- 
out clouds, presents an empty visual field producing 
problems of size, distance, speed, and air, to air re- 
searchers. Every ophthalmologist interested in the 
physiology of vision at high altitudes and every flight 
surgeon should have this book in his library. 


Diseases of the Nose, Throat and Ear. By Howard Charles 
Ballenger, M.D., F.A.C.S., Surgeon, Department of Otolaryngol- 
ogy, Evanston Hospital, Evanston, Ili., and John Jacob Bal- 
lenger, B.S., M.S., M.D., Associate in Department of Oto- 
laryngology, Northwestern University Medical School, Chicago. 
Tenth edition. Cloth. $17.50. Pp. 968, with 561 illustrations. 
Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1957. 

This new edition of a book that was first published 
nearly 50 years ago includes numerous revisions. Chap- 
ters on the physiology, functional tests, inflammatory 
diseases, and surgical treatment of the labyrinth have 
been extensively rewritten, as have various sections on 
benign and malignant tumors of the ear, nose and 
throat. In addition, the sections on allergy, Méniére’s 
syndrome, and bronchoscopic and endoscopic proce- 
dures have been revised to bring them up to date. The 
fact that this work has gone through 10 editions fur- 
nishes ample testimony to its usefulness. 


Positioning in Radiography. By K. C. Clark, M.B.E., F.S.R., 
Principal of Department of Radiography and Medical Photog- 
raphy of Ilford Limited. Seventh edition. Cloth. $29. Pp. 655, 
with 2150 illustrations. Grune & Stratton, Inc. [Intercontinental 
Medical Book Corporation], 381 Fourth Ave., New York 16; 
99 Great Russell St., London, W.C.1, England, 1956. 


The seventh edition of this now standard work is 
most welcome. Over 100 pages of text and 600 new 
illustrations have been added. The new illustrations 
are done in the same superb fashion that characterized 
those of the previous editions. This book has long had 
no peer in the field of reference books on positioning. 
The revisions and added material keep it abreast of 
the advancements in the field of radiography. The new 
section on radiation exposure in diagnostic procedures 
is particularly timely and should prove useful. This 
book should be made available to everyone making 
diagnostic radiographs. 
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QUERIES AND MINOR NOTES 


SPRAYING OF FRUIT WITH INSECTICIDES 


To THE Eprror:—Has any opinion been expressed 
relative to the danger of poisoning from fruit picked 
from trees or plants which have been sprayed with 
insecticides prior to the harvesting period? Will 
oranges or apples, in particular, contain any poison- 
ous material? Is commercially prepared applesauce 
a possible source of danger to infants? 


John M. Higgins, M.D., Sayre, Pa. 


Answer.—At the present time there is federal legis- 
lation regulating the allowable amounts of insecticide 
residue on raw agricultural products, such as fruits 
and vegetables. This legislation is known as the Miller 
Amendment to the Food, Drug, and Cosmetic Act of 
1938. It requires that the Food and Drug Adminis- 
tration set safe limits for pesticide contamination of 
fruits and vegetables in interstate commerce. 

No information is available to show that commer- 
cially prepared applesauce is a source of danger to 
infani:. The National Research Council, in “Use of 
Chemical Additives in Food,” has stated that “there is 
no evidence that consumption of foods resulting from 
the use of new materials used in crop production has 
endangered the health of people.” Dr. J. L. St. John 
of the department of agricultural chemistry at the 
State College of Washington, has said that “it has 
been estimated that only about one per cent of the 
usual diet as actually consumed contains any spray 
residues. With residue levels below tolerances, the 
total amount of these incidental additives is very 
small.” 

Much of the furor has been created in the past over 
the possibility of poisoning due to DDT in food. The 
latest report of the American Medical Association’s 
Committee on Pesticides concerns the results of the 
first experimental study of the storage, excretion, and 
possible clinical effects in man of DDT given in many 
small daily doses. 


TREATMENT OF BEE STING 


To tHE Eprror:—Will the use of Clorox on a bee sting 
stop the sting and improve the condition? 


M. G. Radewan, M.D., Wenatchee, Wash. 


Answer.—Clorox is evidently one of a great many 
home remedies used in treatment of bee sting. Since 
the stinger contains an acid poison gland as well as an 
alkaline poison gland, dilute alkali (soda) and dilute 
acid (vinegar) have been used. The latter is particu- 
larly recommended for the wasp sting. Since there is 
some histaminic action of the venom, ointment contain- 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


ing an antihistaminic relieves pain and swelling. In 
general, removal of the stinger gently, with minimum 
manipulation, and the application of cool, mildly 
alkaline compresses give most consistent relief, In 
case of large local reaction, an orally administered 
antihistaminic will add to the victim’s comfort. 


PROPHYLAXIS OF “ATHLETE'S FOOT” 


To THE Eprror:—Is there a method of prophylaxis of 
dermatophytosis (athlete’s foot), which consists of 
washing the feet with soap and water and then dry- 
ing well? After the feet have been dried, they are 
lathered between the toes with a small brush and 
any of the common bath soaps. The feet are then 
allowed to air dry or may be blotted so that a film 
of soap remains on the skin. This has been found to 
be 100% effective in prophylaxis and also helpful in 
the treatment of a mild case. 

D. M. Smart, M.D., Chicago. 


ANSWER.—Prophylaxis of dermatophytosis with soap 
and water and careful drying is time-honored, stand- 
ard, and effectual. The modification of allowing soap 
to remain on the skin is not familiar to this consultant. 
Since it would have an alkalinizing and keratolytic 
effect, it might have advantages, but a dermatologist 
would hesitate to recommend it, fearing the possibility 
of inciting soap dermatitis. 


EXPOSURE OF BODY SURFACE 
TO EXCESS HEAT 


To THE Eprror:—Assuming that a workman falls into 
a tank of hot water, completely immersing the 
clothed body, and further that he is almost imme- 
diately pulled out (within 30 seconds), what would 
be the highest water temperature that a healthy 
workman in such a case could be expected to sur- 
vive? Any additional relations of temperature and 
time as related to an incident of this type would be 
appreciated. 

P. A. Fuqua, M.D., Richland, Wash. 


This inquiry has been referred to three consultants, 
whose respective replies follow.—Eb. 


Answer.—Neymann, in “Artificial Fever Produced 
by Physical Means: Its Development and Application” 
(Springfield, Il]., Charles C Thomas, Publisher, 1938), 
discusses the history of balneotherapy and the dangers 
of hot baths ( pages 11-20). He mentions that Japanese 
patients could tolerate water as hot as 131.5 F for 
periods up to six minutes and that such baths could 
be repeated three to five times a day. With each ex- 
posure rectal temperatures often reached 104 F. The 
customary temperature for hot baths was about 110 F, 
but the practice of provoking artificial fever by this 
means has been abandoned, since the practice was 
fraught with such dangers as death, edema, and in- 
flammation of the skin. Because of the wide individual 
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variability in tolerance times to most noxious agents, 
it is difficult to predict just what maximum water tem- 
perature might be tolerated by a healthy man exposed 
for not longer than 30 seconds. 


ANsweEr.—A precise answer to this query in terms of 
figures should be avoided. There are too many im- 
ponderables. Shock is a constant threat in any exten- 
sive burns including first-degree burns. Inadequate 
treatment of shock may lead to fatality when death 
from the burn itself was not inevitable. A temperature 
of 48 C (118 F) is intolerable to the skin on sudden 
immersion, yet, starting with a lower temperature, an 
increase to 52 C (125 F) becomes endurable. Workers 
in a steamy atmosphere and temperature of 65 C 
(149 F) may long continue such duties, although heat 
stroke is commonplace. In experiments with animals, 
third-degree burns from water at 70 C (158 F) may 
arise after 10 seconds’ exposure. In the present in- 
stance, although 30 seconds is mentioned as exposure 
time, actually the exposure would be in minutes since, 
after removal from the vat, water-soaked clothing at 
diminishing temperatures would continue the burning. 
Scald burns of the first degree are caused by tempera- 
tures near to 60 C (140 F). Second-degree scalds may 
be caused by temperatures beginning at about 70 C 
(158 F). Such burns are accompanied by pain, inflam- 
mation, and a distinct transudation of fluid to the skin. 
Vesication appears shortly. This degree of severity of 
burn often has ended fatally when the surface area is 
extensive. 


ANswer.—In an investigation of the reciprocal re- 
lationships of surface temperatures and durations of 
hyperthermia in the production of cutaneous injury, 
Moritz and Henriques (Am. J. Path. 23:695, 1947) ob- 
served that, when the temperature of a small area of 
skin was maintained at 44 C (111.2 F), six hours were 
required to produce irreversible injury. At surface 
temperatures between 44 C (111.2 F) and 51 C (123.8 
F), the time required to produce burning is almost 
halved with each degree of rise in temperature (1 C; 
1.8 F). At temperatures of 53 C (127.4 F) epidermal 
necrosis was produced in 30 seconds. 

The following approximate values can be taken to 
apply to survival of a workman after immersion in a 
tank of hot water. If immersion was for about 30 sec- 
onds, the temperature of the water probably would 
have to be something less than 53 C (127.4 F) unless 
his clothing afforded enough protection and was re- 
moved quickly enough to protect the requisite pro- 
nortion of his skin area against first-degree burns. 
Formerly this requisite portion was considered to be 
half of the surface area of the body; that is, first-degree 
burns of more than half of the surface area of the body 
were considered to be fatal. When present methods of 
treatment are employed, some patients can be saved 
even though somewhat more than half of the body 
surface has been subjected to first-degree burns. The 
highest temperature of water that a man could be im- 
mersed in for 30 seconds and survive is not known, 
and it cannot be calculated because immediate death 
in such an instance would be related to a secondary 
hemeostatic breakdown rather than to the degree of 
skin injury. 


J.A.M.A., July 6, 1957 


The two principal mechanisms that may cause death 
by exposure of the surface of the body to excessive 
heat are (a) systemic hyperthermia caused by conduc- 
tion of heat to the interior of the body by way of the 
blood stream, which causes rapid and progressive de- 
cline of blood pressure, or (b) intense overheating of 
the skin and subcutaneous tissues, prolonged or severe 
enough to release potassium from the erythrocytes in 
quantities sufficient to cause death, However, circula- 
tory collapse may occur without sufficient rise in tem- 
perature of blood and tissue to cause significant in- 
crease in the plasma potassium or to cause death. 


POSTPARTUM ALOPECIA 


To THE Eprror:—A woman, aged 35, has always had 
some sparseness of her hair and premature tendency 
toward graying. Since the birth of her second child 
four months ago, the hair loss has increased tre- 
mendously, so that the hair on the vertex of her 
head is extremely sparse. There is no evidence of 
scalp infection or hair root disease. This patient 
has always enjoyed good health and has no physical 
defects aside from mild hypothyroidism controlled 
by 2 grains (0.12 Gm.) of thyroid extract daily. She 
has used vitamin supplements for a long time, and 
ultraviolet ray therapy at weekly intervals has been 
used. Is there any form of local or systemic treat- 
ment that would be of value in this apparent post- 
partum hair loss? Are hormones of any value in this 
condition? How frequently should ultraviolet treat- 


ments be given? M.D., Connecticut. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—Postpartum alopecia responds poorly to 
all known treatments. However, spontaneous regrowth 
of hair is not uncommon. The application of ultra- 
violet radiation once a week is the usual procedure. 
If desired, this modality can be administered daily, 
unless erythema results. If this occurs, the next treat- 
ment should be postponed until the reaction subsides. 
Hormone therapy, local, oral, or parenteral, has been 
disappointing in this condition. 


ANswerR.—The loss of hair after childbirth is not 
uncommon and usually occurs during the third to 
the sixth month post partum. This type of alopecia 
usually involves the midcentral portion of the scalp 
and is considered by some authorities to be related to 
the temporary estrogen shortage which occurs during 
this period after delivery. It is usually worse in women 
who have a tendency toward diffuse thinning of the 
hair; often their mothers have this too. It may be 
aggravated by the presence of an associated seborrheic 
diathesis. 

This type of hair loss usually offers a good prognosis 
in that there is a gradual return of the hair, sometimes 
to an entirely normal state. Although there is not 
complete agreement on the subject, some of these 
patients improve on a therapeutic regimen, consisting 
of correction of any associated local scalp disorder, 
gentle massage, and use of an antiseptic and slightly 
rubefacient scalp lotion (even though the latter may 
merely serve as an inducement for mild local massage). 
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In a certain percentage of these patients, the restora- 
tion of hair seems to be accelerated by the use of 
moderate amounts of estrogen, both locally and sys- 
temically, although the matter is a controversial one 
Behrman: Scalp in Health and Disease, St. Louis, 
Cc. V. Mosby Company, 1952, pp. 98-104, 178, 229). 
Unless the patient is also hypothyroid, thyroid extract 
is of no value. Ultraviolet therapy may be employed 
to produce mild erythematous reactions of the scalp, 
but its value is questionable. It should be emphasized 
that local or systemic estrogen therapy should, of 
course, be employed only under adequate supervision 
and properly controlled study. 


TRANQUILIZERS AND OPERATION 
OF AUTOMOBILES 


To tHE Eprtor:—An officer of a department of motor 
vehicles is worried as to the procedure he should 
follow, from a medicolegal point of view, regarding 
automobile drivers who use tranquilizers. A portion 
of a lettter received from him reads as follows: 
“Chapter 262:19 of the Revised Statutes annotated 
provides that no person shall operate, or attempt to 
operate, a motor vehicle in any way while under the 
influence of intoxicating liquor or any narcotic or 
habit-producing drug. The undersigned would ap- 
preciate your considered judgment as to whether or 
not such drugs now in common use, known as tran- 
quilizers and sold under such trade names as Equa- 
nil, Miltown, and Thorazine, etc., could be classified 
under the statutory definition as ‘habit-producing 
drugs.” It appears that, in view of the many and 
increasing users of the various tranquilizers, the 
motor vehicle department might be placing many 
lives in jeopardy in permitting persons who use these 
drugs frequently or in large quantities to drive auto- 
mobiles. The department does not wish to refuse 
driving licenses to these persons. Yet, although sta- 
tistics are probably not available, the use of tranquil- 
izers in large quantities or for continued (or even 
short) periods of time might be a very important 
factor to consider. The problem is a major one and 
places a tremendous responsibility on the motor ve- 
hicle department. 


H. J. Robbins, M.D., Portsmouth, N. H. 


ANswer.—There is no evidence that the current 
‘tranquilizing” drugs are likely to render their users a 
traffic hazard by any action on behavior. Some reports 
are now appearing that indicate habit-forming action, 
but any habituation involved would seem unrelated to 
driving performance. More important would be any 
interference with normal behavior, a behavioral toxic- 
ity, whether produced by brief or prolonged drug 
taking. Lapse of attention, impaired visual perception, 
lowed motor responses, and defective judgment could 
result from these drugs and have serious consequences 
lor safety—on and off the highways. A direct study of 
performance capacity, including simulated driving, 
showed no decrease from normal after twice the usual 
dose of meprobamate. These studies of acute action 
are now being extended to chronic use, but results 
are not yet available. 
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MOLD ON FOODS 


To THE Eprror:—Occasionally sausages, frankfurters, 
bacon, and other prepared meats as well as fresh 
meats and cheeses in a home refrigerator become 
spotted with variously hued molds or fungi. Hither- 
to, these have been assigned to the garbage. Store- 
keepers are unanimous in their assertion that they 
simply scrape off the mold and sell their meats when 
such occurs. Is it possible, without a determination 
of the types of molds, to state whether it is safe to 
“scrape and serve”? M.D.. Utah. 


ANsweR.—Cheese and meats that have been cured, 
such as smoked ham, bacon, or sausage, may be con- 
sidered safe to eat if their moldy parts are removed; 
however, fresh meat that has become spotted with 
mold or fungi should be discarded. Food poisoning 
from the eating of meat is almost exclusively of bac- 
terial origin and occurs when the meat is allowed to 
stand in an atmosphere that is suitable for the multi- 
plication of bacteria. 


TENOSYNOVITIS DUE TO STRAIN 


To THE Eprror:—I am team physician for the group of 
30 Jai-Alai players. The game is fast, and most of the 
injuries indigenous to this group are the usual variety 
of sprains, strains, bumps, and bruises. However, the 
players are constantly developing what appears to 
be a minor degree of tendonitis of the extensor 
tendons over the wrist of the right hand where the 
cesta (basket) is bound on. It is characterized by 
point tenderness without swelling or redness to- 
gether with a small degree of limitation of flexion 
and extension. Salicylates, warm soaks, and infrared 
heat seem to give temporary relief but have no in- 
fluence on the course of the disorder, which usually 
disappears spontaneously about 7 to 10 days after 
playing is discontinued. Please provide suggestions. 

Joe Springer, M.D., Tampa, Fla. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—The condition mentioned is typical stress 
tenosynovitis, as evident from the history of spontane- 
ous relief after 1est. Is it possible to apply a molded 
posterior splint of plastic extending from the knuckles 
up the dorsum of the forearm, maintaining a cocked 
position of the wrist but leaving the volar surfaces 
free? This would limit the stress on the extensor ten- 
dons. It might restrict freedom necessary in Jai-Alai, 
but it would protect the extensor tendons at the site of 
fixation of the cesta. Any artificial limb company or 
brace maker can make molded plastic splints. 


ANSWER.—The treatment of traumatic acute ten- 
dinitis (peritendinitis or more commonly called teno- 
synovitis ) occurring in the extensor tendon group op- 
posite the wrist, subsequent to active exercise of the 
right wrist while playing Jai-Alai, may be considered 
in two categories, prophylactic ( preventive ) and thera- 
peutic. If some soft felt, wool, or cotton padding could 
be applied or interposed between the cesta and the 
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bare wrist, thereby lessening the direct trauma to the 
overlying tendons, the incidence and severity of acute 
peritendinitis will be markedly reduced. In addition 
to the treatment outlined, daily high-frequency (long- 
wave) diathermy to the involved part is very bene- 
ficial, as is splinting the hand and wrist with an 
aluminum volar splint in the neutral position, and, 
finally, the local injection of 0.5 to 1 cc. of hydrocorti- 
sone, compound F, directly and accurately under the 
involved tendon sheath. If no improvement is noted 
this treatment should not be repeated. However, in 
about 60% of cases dramatic improvement is noted. 


ACROSCLEROSIS 

To THE Eprror:—What connection, if any, could be at- 
tached to the development of acrosclerosis in a 59- 
year-old man under treatment for severe mortar 
dermatitis? The patient has been treated for a 
generalized exfoliative dermatitis occurring after 
mortar dermatitis of the hands and arms for 18 
months. In the last few months acrosclerosis has be- 
come manifest in the fourth and fifth fingers of both 
hands. Raynaud's disease is absent. This patient is 
under authorized treatment, as having an industrial 
disease, for industrial contact dermatitis, and the 
question will be raised as to whether there is any 
connection between a possible generalized sclero- 
derma and the mortar. Incidentally, the use of 
steroids in the treatment of scleroderma seems 
pointless, since the patient has been receiving 
steroids for many months and developed acrosclerosis 
in spite of such therapy. M.D., Ohio. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSwER.—There is no direct connection between the 
development of acrosclerosis of the fourth and fifth 
fingers of both hands in a 59-year-old man and general- 
ized exfoliative dermatitis occurring after severe mor- 
tar dermatitis of the hands and arms. Although the 
exact cause of acrosclerosis, which is a form of local- 
ized scleroderma, is unknown, it is definitely of internal 
origin and may be a trophoneurosis or a psychosomatic 
disturbance. The exfoliative dermatitis in this case is 
obviously of external contact origin. It must, of course, 
be determined whether this patient has a true acro- 
sclerosis or whether that condition is simulated by 
severe chronic contact dermatitis with secondary vas- 
cular changes. Generalized scleroderma likewise does 
not result from external sources, such as contact der- 
matitis, however severe. 


Answer.—A dermatitis, whether acute or chronic, is 
not an accepted etiological factor for the development 
of acrosclerosis. In certain occupations in which 
changes in temperature occur, such workers as the 
stone cutter and the sculptor, who work with chisels 
and hammers at low temperatures, have been especial- 
ly seen to develop acrosclerosis. The occupational en- 
vironment can be said to serve as an aggravating factor 
rather than as a primary cause even in those cases. In 
other words, it is quite possible that a latent acrosclero- 
sis, which would not have become manifest perhaps 
for many years, can take a more rapid course under 
certain conditions of the occupational] environment, as 
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mentioned above. It has been this consultant’s experi- 
ence that the steroids are of little help in the treatment 
of any form of scleroderma. Large doses of vitamin E 
and calciferol sometimes give relief in mild cases, 


RAPID LATERAL NYSTAGMUS 


To THE Eprror:—Please send information regarding 
rapid lateral nystagmus in a 16-month-old child. 
There is associated slight weakness of eyelid mus- 
cles, and photophobia is rather severe. There is no 
obvious squint at present. Visual acuity is difficult to 
determine but apparently is almost normal. Is occlu- 
sion of one or both eyes of any value? What is the 
optimum age for the correction of ptosis and strabis- 
mus? Does this nystagmus have any effect on loco- 
motion because of a possibie associated dizziness? 


M.D., Connecticut. 


Answer.—Lateral horizontal nystagmus is usually 
the result of a disorder of the intracranial mechanisms 
for associated lateral movements. Occlusion is usually 
of little value, unless there is associated strabismus and 
amblyopia ex anopsia in one eye. Sometimes fusion 
exercises, especially those for convergence, seem to be 
of some value in making the patient more comfortable. 
An electroencephalogram should be made and a care- 
ful neurological examination performed. 

If a certain position of the eyes lessens the nystag- 
mus materially, surgical placement of the eyes in this 
position may reduce the nystagmic movement and 
improve the cosmetic appearance of the eyes. Ptosis, 
if it prevents the use of the eyes, may be corrected 
after the first year, but if the condition is not too 
obvious and does not interfere with the use of the 
eyes, it is well to operate in the second or third year. 
The same holds true for the correction of strabismus. 
Congenital nystagmus, as a rule, has little, if any, in- 
fluence on locomotion, and vertigo is usually not com- 
plained of. 


WRITTEN CONSENT TO PERFORM SPINAL TAP 


To THE Eprtor:—Is written permission from the family 
or the patient necessary before performing a spinal 
tap? In the state of New York or in the different 
hospitals in New York City this is not required. Are 
there any data on whether there is such a require: 
ment in other states in this country? 


Joseph Moldaver, M.D., New York. 


ANsSWER.—It is generally not required by law that a 
patient consent in writing either to surgery or to any 
other diagnostic or therapeutic procedure. However. 
the consent of the patient is necessary for any form of 
medical treatment. If the patient is a minor or it- 
competent to consent on his own behalf, the consent of 
a parent, guardian, husband, wife, or other authorized 
person is necessary. In cases of bona-fide emergency, 
where the patient is unconscious or delirious and u- 
able to give his consent and there is no authorized 
person present to consent on his behalf, the law wil! 
usually imply consent on the basis that consent woul 
have been granted if the patient was able to give it 
The consent may be oral or implied. However, be 
cause of the difficulties of proof where it may 
later claimed that there was no consent, it is generally 
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advisable that a written, specific consent be obtained 
relative to any procedure or treatment that involves 
significant risks to the patient. It is recommended that 
consent to perform a spinal tap be obtained in writing. 
If the hospital does not follow this practice, the physi- 
cian, for his own protection, should have his patients 
sign a written consent. 


FATALITY RISK FOR TRANSFUSION 
AND ANESTHESIA 


To tHE Eprror:—What could be considered “accept- 
able” values for the risks of fatality in (a) a single 
blood transfusion, (b) general anesthesia (intrave- 
nous and inhalation), (c) spinal anesthesia, and (d) 
regional anesthesia? M.D., New York. 


AnsweER.—The figures used to arrive at what seems 
to be an acceptable value for the risk of fatality after 
a single transfusion come from some statistics collected 
from the blood banks that were operating in the Bos- 
ton area around 1950. This material was published in 
the Surgical Clinics of North America (30:727, 1950). 
The figures used to arrive at the risk of fatality asso- 
ciated with general anesthesia (i. e., intravenous and 
inhalation anesthesia ), spinal anesthesia, and regional 
anesthesia have been taken from an article by Beecher 
and Todd (Ann. Surg. 140:2, 1954). These figures are 
as follows: (a) single blood transfusion—one death in 
15,000 administrations; (b) general anesthesia: intra- 
venous anesthesia (thiopental )—one fatality in 2,300 
administrations; inhalation anesthesia—one fatality in 
3,178 administrations; (c) spinal anesthesia—one fa- 
tality in 2,700 administrations; and (d) regional and 
topical anesthesia combined—one fatality in 7,600 ad- 
ministrations. 


SURGERY ON CHILD WITH 
ANGIONEUROTIC EDEMA 


To tHE Eprtor:—A patient, aged 7 years, has severe 
attacks of angioneurotic edema. The wheals may be 
as large as 7 to 9 cm. The child has markedly hyper- 
trophied and infected tonsils and adenoids; he has 
been examined thoroughly, and there are no other 
abnormal findings. What precautions should be 
taken prior to surgery? Please give information re- 
garding preoperative and postoperative cc . 

Frank C. Sternes, M.D., Cicero, Ill. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANsweEr.—It is possible that the angioneurotic edema 
is due to the infected nasopharynx. If this is so, it 
might be that traumatization of the focus by operation 
would produce an attack of angioneurotic edema, It 
would therefore be well to give an antihistamine for 
48 hours previous to the operation and for several days 
afterward. Other than this the preoperative and post- 
Operative care should be the same as for any child. 


ANSWER.—The major concern in this case should be 
with the possibility of the development of laryngeal 
edema or bronchoconstriction during the operative 
and immediate postoperative periods. The parents 
should be informed of the possible necessity for tra- 
cheotomy, and the operating team must be prepared 
for this event throughout the surgery and the first 24 
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hours of the postoperative period. The question of 
intubation of the child for the administration of anes- 
thesia should properly be left to the discretion of a 
competent anesthesiologist. Much protection of this 
patient will be afforded if premedication includes in- 
tramuscularly injected promethazine (0.5 mg. per 
pound of body weight the evening prior to surgery 
and the same dose repeated about 90 minutes before 
anesthesia is induced ). In this case it is probably un- 
desirable to use any narcotics or other sedatives in the 
premedication. It is desirable, however, to include 
atropine by hypodermic injection about 45 minutes be- 
fore inducing anesthesia. To avoid excitement and 
struggling during the induction period, thiopental, 20 
mg. per pound of body weight, may be instilled rectal- 
ly, Ether and oxygen, with or without added nitrous 
oxide, is the gas mixture of choice for maintenance of 
anesthesia in such allergic children. Postoperative 
medication must be evaluated on the basis of the at- 
tending physician’s observations. Probably small doses 
of codeine will be all that is required. 


TETANUS MORBIDITY AND MORTALITY 
To THE Eprtor:—Please supply information regarding 
the incidence and mortality of tetanus in the United 
States for about the past five years. This information 
is needed to convince a local industry that inocula- 
tion with tetanus toxoid is of extreme value. 
Edwin O. Daue Jr., M.D., Harrisburg, Pa. 


ANswER.—From 1950 to 1954, inclusive, the number 
of cases of tetanus reported in the United States aver- 
aged 501 per year. The average number of deaths was 
352 for the same period, and the case fatality rate was 
70%. The last year for which figures are available is 
1955, when there were 462 cases and 265 deaths. The 
case fatality declined to 55%. Statistics on the age dis- 
tribution of patients are available for only a few states, 
but these seem to indicate that in slightly more than 
half of all the cases reported the patients were 20 years 
of age and over and one-third were over the age of 45. 
About 40% of the deaths are in persons over the age 
of 20 and 30% are in those over 45. The only age group 
that has shown consistent downward trend in number 
of deaths is the group under 5 years. Over 20 years of 
age, the number has fluctuated from year to year, with 
no evidence of a consistent decrease. 

The effectiveness of immunization in the prevention 
of tetanus in the U. S. Army was demonstrated by Long 
in a paper published in Industrial Medicine and Sur- 
gery (23:275, 1954). Unfortunately, there are no such 
data available for the civilian population of the United 
States. 


CLOSE EYE WORK WITH MYOPIA 

To THE Eprror:—A 16-year-old girl is afflicted with 
severe myopic astigmatism, Refractive power is now 
-~9 D. bilaterally, a change of 1 D. almost every 
year. In addition, the patient is a bookworm. Does 
reading have anything to do with the progression of 
myopia? Jesse G. Fear, M.D., Berwick, Pa. 


Answer.—In Duke-Elder’s “Text-Book of Ophthal- 
mology” (St. Louis, C. V. Mosby Company, 1949, vol. 
4, pp. 4285-4287, 4335-4345) there is an extensive dis- 
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cussion of the conflicting theories about the etiological 
factors in myopia. It is pointed out that persons who 
never use their eyes for close work, such as the Arabs, 
have myopia as frequently as members of the cultured 
and industrial communities in Western Europe and 
that there is a mass of evidence of the favorable be- 
havior of some myopic eyes under the worst environ- 
mental conditions and of the unfavorable behavior of 
others under the best. Duke-Elder concludes by stat- 
ing (page 4348) that the amount of close eye work 
should be adjusted to the general physical and mental 
development of the child. rather than to the degree of 
myopia, and that only if the child appears strained 
under the competitive stresses of school life should he 
be withdrawn from school. He advocates that, when 
close eye work is done, illumination should be good 
and properly arranged. “So long as the corrected 
visual acuity is adequate, proper care of visual hy- 
giene is maintained and the general health is good, 
education need not seriously be curtailed,” he states. 


PEDIATRIC DOSAGE OF STEROIDS 


To tHE Eprror:—What are the oral and parent-ral 
dosages (in milligrams per kilogram of body weight) 
of corticotropin, cortisone, hydrocortisone, predni- 
sone, and other steroids in children? In which con- 
ditions of children would the use of specific steroids 
be recommended? World the use of steroids in 
children affect their plsical and ment2! develop- 
ment? Has precocious maturity ever been encoun- 
tered with the use of steroids in children? 


Ahmed Khosrawshahi, M.D., Tehran, Iran. 


Answer.—Dosages of steroids vary according to the 
disease process, the stage of illness, and the prefer- 
ence of the physician. For example, in children with 
nephrosis the dose before the onset of diuresis is great- 
er than that recommended for maintenance therapy; it 
is expressed in terms of milligrams per pound per day 
(McCrory), in terms of milligrams per square meter 
of body surface per day ( Metcoff), and in terms of 
age (Heymann). The dosage in different diseases may 
vary from a few milligrams to several hundred milli- 
grams per square meter of body surface per day. 
Orally administered doses are usually greater than 
those injected intramuscularly and intravenously. The 
dose of cortisone is usually three to five times that of 
prednisone and two to five times that of corticotropin. 

Steroids are of value in a great number of disease 
states: inflammatory, hypersensitivity, neoplastic, 
metabolic, endocrine, and others. A complete listing 
is not feasible, and only a few will be mentioned, 
such as collagen diseases, including rheumatic fever, 
rheumatoid arthritis, periarteritis, lupus erythematosus, 
and scleroderma; nephrotic syndrome in the absence 
of hypertension and azotemia; asthma, anaphylaxis, 
urticaria, allergic dermatoses, and allergic purpura; 
thrombocytopenic purpura, certain hemolytic anemias, 
leukemia, adrenogenital syndrome, Addison’s disease, 
and idiopathic hypoglycemia; certain instances of re- 
tarded growth and delayed sexual development (an- 
drogens ); and certain cases of severe purulent men- 
ingitis in addition to specific antibiotic therapy. 
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It must be realized that steroids should be used 
only after careful study and consideration of the in- 
dividual case. They may be used as either adjuvant 
or principal therapy. An appreciation of the contra- 
indications and hazards involved is essential. The 
choice of the drug must also be individualized. In 
some instances, an adrenal steroid is the drug of choice 
(cortisone for the adrenogenital syndrome), while, 
in others, corticotropin may offer the best results ( se- 
vere acute asthma); sometimes either drug may be 
used. Androgenic hormones have specialized uses 
(acceleration of growth and sexual development). 
When adrenal steroids and corticotropin are being 
given, blood pressure, blood sugar, urea nitrogen, 
and electrolyte levels should be determined regularly 
and dosage adjusted accordingly. 

Prolonged use of cortisone will suppress growth of 
children when used in doses’ of 45 mg. or less per 
square meter of body surface daily. Administration of 
androgens in the male and of estrogens in the female 
may accelerate growth and development of secondary 
sexual characteristics in the slowly growing and slowly 
maturing but otherwise normal child. Excessive doses 
may result in premature closure of the epiphyses and 
ultimate retardation of growth. Precocious maturity 
has been encountered after the administration of chor- 
ionic gonadotropin and androgens in large doses to 
the young child, and precocious breast development 
has been observed to occur after prolonged cortisone 
therapy. 


SALTING FRESH MEAT TO REMOVE BLOOD 


To tHE Eprror:—The ingestion of meat with its blood 
is prohibited by many Jews, vegetarians, and also 
members of some cults. The Jews salt or “kosher 
their meat on the theory that the salt will cause 
the blood to leave the lymph and interstitial tissues, 
provided that the meat is then put through three 
separate rinsings after one hour of salting. A large 
number of cardiac and hypertensive patients follow 
this practice; do they thus obtain. the additional 
sodium that is forbidden in the rest of their diet? 
Moreover, is any blood expelled by the salting per 
se, or does the rinsing of the meat in three waters 
remove the blood? What chemical action takes place 
by the salting of meat for one-half hour? Is there 
any catalytic agent that can really remove blood 
from meat more effectively and still render the meat 
palatable? 


William Schwartz, M.D., Fall River, Mass. 


Answer.—Salting of fresh meat does remove blood 
pigments from fresh meat, primarily by the withdraw- 
al of water trom the meat by the osmotic-pressure 
effects of adding the salt. The procedure of rinsing 
the meat three times with water would remove more 
blood pigments and related compounds than the salt- 
ing technique alone. There is no direct chemical action 
between the added salt and the meat components. The 
rinsing procedure for removing blood from meat would 
appear to be more effective than any other proce«ure 
or “catalytic agent.” No evidence is available concern- 
ing the amount of salt left in meat that has been salted 
for one hour and then subjected to three rinsings. 
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